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ospta oa” Meinecke Metal Medicine Glass Covers & Markers 
L110. Meinecke Colored Medicine Cards 
Wk Meinecke Medicine Tray Sets 


MEDICINE TRAY TECHNIQUE 


Thousands of hospitals have discovered that you simply don't make errors 
when you use the Meinecke colored marker card system of administration. 
The metal cover stays with the glass, the card with the cover, and the 
doctor's medication orders on the card. That means the colored card is 
your easy guide to when and what to administer. The system gives you a 
simple means of keeping records straight before and after medication. 


THE 
MODERN 
ERRORLESS 





COLORED MEDICINE CARDS 


Ten colors available for modern, simplified hospital routine 
Differently colored cards denote the different hours of 
administration. Thus, they simplify work and minimize 
errors. 


Ten standard colors: 
Green—Q.A.M.—6 A.M. levery morn- Pink _g.1.p—10 A.M., 6 P.M. (twice 


ing) a day) 
White —B.T.—9 P.M. (bedtime) Orange_o 3 HRS. —6 A.M., 9 A.M., 12 
Blue —A.C.—7 A.M., 11:30 A.M., noon, 3 P.M., 6 P.M., 9 P.M. 
4:30 P.M. (before meals) levery three hours) 


Red —Q.1.D.—8 A.M., 12 noon, 4 Gray —T.1.D.—10 A.M., 2 P.M., 6 P.M. 
P.M., 8 P.M. (four times a day] Putyhe iiemnehmabeh instheaiion 

Buff —P.C.—9 A.M., 1 P.M., 6 P.M. 
(after meals) Salmon__Reserved for Special Cases 


Either plain cards or cards printed as shown may be supplied: (patents 
1,020,896; 2,031,892; 2,095,817) 








Card used in 
Vertical Position. 


Medicine Glass Cover & Marker Medicine Tray Set 


Non-tarnishing, solid brass, heavily chrome-plated Non-tarnishing, chrome-plated brass rack with matching light- 
. . weight plastic tray. 11 x 14 tray for 11 one oz. glasses and 
A, Cover and Pill Tray before card has been inserted. pitcher. 8 x 10 tray for eight one oz. glasses and pitcher. Tray 


pg. Card used in vertical position {can also be attached flat). sets for 12 and 20 glasses without pitcher also available. 


oem MEINECKE & COMPANY ™ 


and descriptive 
literature. 


225 Varick St., New York 14 e 736 E. Washington Blvd., Los Angeles 21, Cal. 
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Our Address Is Changed 


Hospital Management's address 
is now: 
Hospital Management 
200 E. Illinois St. 
Chicago 11, Ill. 


It formerly was 100 E. Ohio St. 
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As Others See Us 


New 87-bed chronic disease 


hospital in San Francisco 


By JACK R. VERMILLION 


Graduate Student. 
University of California, School of 


Public Health 


NEW 87-bed hospital in San 

Francisco, the Maimonides 
Health Center for the Chronic Sick, 
began accepting applications for ad- 
mission on May Ist. 

The institution— named after a 
twelfth century physician and _ phi- 
losopher—is intended exclusively for 
the care and rehabilitation of patients 
with long-term illnesses, e.g., arthritis, 
diabetes, kidney diseases, and heart 
diseases. It is the first chronic disease 
hospital constructed in California 
since the end of World War II and 
the first specialized hospital in the 
State to receive financial assistance 
under the Hill-Burton Act. 

Among the very few voluntary hos- 
pitals for the chronically ill in the 
State, the Maimonides Health Center 
—a constituent agency of the Federa- 
tion of Jewish Charities—is the only 
one specifically designed to function 
in close affiliation with a large gen- 
eral hospital (the 310-bed Mt. Zion 
Hospital) and within a community 
having facilities of a nursing home and 
a home for the aged. 

The opening of a new chronic dis- 
ease hospital at this time is a matter 
of great significance. Physicians, hos- 
pital administrators, health officers, 
welfare directors and, of course, fami- 
lies of the chronic sick are well aware 
of the severe shortage of adequate 
hospital facilities and services for the 
care of such patients. The need for 
additional chronic hospital beds is 
only too well documented in recent 
studies and surveys. Estimates show 
that well over 15,000 additional beds 
are needed in California for the care 
of the chronically ill. However, of 
greater importance than the shortage 
of chronic hospital beds is the lack of 
effective programs for the care and re- 
habilitation of the chronically ill; pro- 
grams centered around adequate 
chronic hospitals which are closely 
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affiliated with general hospitals, nurs- 
ing homes, and custodial facilities; 
programs designed to insure intensive 
medical and allied services for the 
care and rehabilitation of the long- 
term patient; and programs which are 
also designed to encourage and make 
possible needed research in the field 
of the chronic diseases. 

The 87 beds in the Maimonides 
Health Center are obviously only a 
small part of the total number of new 
chronic hospital beds needed in Cali- 
fornia. But this voluntary hospital 
and its program for the care of the 
chronically ill may serve as a pattern 
for the development of similar facili- 
ties and programs in other communi- 
ties in California and the nation. 

The Health Center Building incor- 
porates soft pastel color schemes, 
floor-to-ceiling windows, sound- 
proofed ceilings, radiant heat and 
other features which make it as mod- 
ern as the program which will be de- 
veloped within it. Ample provision is 
made for the physical medicine de- 
partment, which uses the natural 
forces in the treatment of .disease— 
electro-hydro-, aero-, and mechano- 
therapy, massage and therapeutic ex- 
ercises. Occupational therapy has 
ample facilities. 

The Maimonides Health Center is 
more than a hospital. It is a hospital 
in a well conceived program designed 
to provide intensive medical care, re- 
habilitation services—including phys- 
ical and occupational therapy, medi- 
cal social services, professional train- 
ing for physicians and allied profes- 
sional personnel, and research in the 
field of chronic diseases. In addition 
to these intramural services, the 
Health Center is planning to estab- 
lish a home-care program which will 
provide visits by doctors, nurses and 
social workers to patients who can be 
adequately cared for in their own 
homes. The efficiency of the home- 
care type of program in reducing the 
expenses of long-term care and mak- 
ing care available to larger numbers 
of patients has been demonstrated at 





The Cover Picture 







This is the new, 87-bed Maimonides 
Health Center for the Chronic Sick, 


2356 Sutter Street, San Francisco, 
Calif., which is described by Jack R. 
Vermillion in the accompanying arti- 
cle. Mr. Vermillion, who is a grad- 
uate student at the School of Public 
Health, University of California, is on 
leave from Chronic Disease Service, 
Public’ Health Analyst. 

The article is reprinted here by spe- 
cial permission of Wilton L. Halverson, 
M. D., director of public health of the 
state of California. It appeared origi-- 
nally in the May 15, 1950 issue of the 
department’s semi-monthly publication, 
“California’s Health.” 





Montefiore Hospital in New York 
City, a pioneer institution in the field 
of home care. 

The Health Center program has 
been designed to tie in closely with 
the services of existing community 
facilities and agencies. The objective 
here is not only to insure continuity 
of patient care but also to avoid du- 
plication of facilities and services and 
to make possible the ready discharge 
or transfer of patients when they 
have received the maximum benefit 
of services provided at the center. 

The medical staff of Mt. Zion also 
serves on the attending staff of Mai- 
monides. This arrangement facili- 
tates continuity of patient care be- 
tween the acute and the chronic hos- 
pital. For other practitioners in the 
community, courtesy privileges will 
be extended. 

Maimonides is affiliated with Mt. 
Zion for surgery, x-ray, pharmacy, 
laboratory, laundry and power plant, 
thus eliminating the need for dupli- 
cating expensive facilities, equipment 
and services. The center will use the 
social case workers of the Jewish 
Family Service Agency. The custodi- 
al and nursing home facilities of 

(Continued on page 119) 
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THE FIRST 
AUTOMATIC 
INJECTION OF 


AQUEOUS 

SUSPENSION 
PROCAINE 

PENICILLIN G 


(1 cc. — 300,000 units) 








AMPINS of Aqueous Suspension of Procaine Penicillin G provide a 
sterile, free-flowing suspension of uniform consistency that is com- 
pletely absorbed in the tissues. Each AMPIN contains sufficient peni- 
cillin to insure injection of at least 1 cc. 


They are (1) Ready for immediate use (2) Nothing to sterilize or 
assemble (3) Disposable (4) Easy to use (5) No danger of syringe- 
transmitted hepatitis. 


Total Injection Time: Average of 10 Seconds. 


AMPINS of Aqueous Suspension of Procaine Penicillin G (1 ce. — 
300,000 Units) are available in packages of 1 aAMPIN and pack- 


ages of 5’s. 


AMPINS, as a device, have been accepted for advertising 
in publications of the American Medical Association. 


WD) Song Cttr 2 de 


(Professional Products Division) 
Cleveland 4, Ohio 
PHARMACEUTICALS SINCE 1833 





. 


*Reg. U.S. Pat. Off., U.S, Patented and Patents Pending Distributed in Canada by the Wingate Chemical Company, Ltd., Montreal, P.Q 
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The American Association of Hospital Accountants 


and Hospital Management present ‘their 


New HOW’S BUSINESS Department 


By F. JAMES DOYLE 





HE Research Committee of the American Associa- 

tion of Hospital Accountants and HosprraL MaAn- 
AGEMENT wish to thank all those who have written this 
last month to offer their cooperation in filling out and 
submitting questionnaire forms for tabulation in the How’s 
Business section. Without such willingness on the part 
of unselfish hospital administrators and accountants, to 


identify themselves with what is essentially a public serv- 
ice, this vital function of the magazine could not oper- 
ate—as it does—for the information and advantage of 


the entire field. 


We are, it should be made clear, looking for further 
volunteers—especially in the New England, Mountain 
States, and Pacific Coast areas. Let us hear from you! 


NATIONAL AVERAGES 


Receipts (per Bed) vs. Expenditures 
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December, 1948 ... 
February, 1949 . 











January, 1949 ... 
March, 1949 
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Average Patient Receipts 
Per Occupied Bed Per Month 


Average Operating Expenditures 
Per Occupied Bed Per Month 


gust, 1949 
September, 1949 
October, 1949 
November, 1949 
December, 1949 
January, 1950 
February, 1950 
March, 1950 
April, 1950 
May, 1950 


November, 1949 
December, 1949 
January, 1950 
+ meng 1950 


Average Occupancy of Hospitals — 1944 to 1949 


Average Patient Receipts Per 
Bed Per Month (Total Beds) 


August, 1949 
September, 1949 
October, 19 
November, 
December, 1949 


April 
May, 1950 


Average Operating Expenditures 
Per Bed Per Month (Total Beds) 


March 1949 
April, 1949 


October, 1949 
November, 1949 
December, 1949 
January, 1950 
February, 1950 
March, 1950 
April, 1950 
May, 1950 
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Why waste time making 
thumb sponges... Finger 
sponges...T& A sponges 
...Round sponges? It will 
pay you to know 


RONDIC 


READY-MADE BALL-SHAPED SPONGES 
* 


Precision made for all surgical 
needs. Always uniform—available 
in 4 sizes. Always ready for instant 
use. A Bauer & Black exclusive! 
Time-saving—work-saving. 


ideal for any sponge stick use. Gall 
bladder, kidney and all abdominal 
surgery. Vaginal and rectal surgery. 
Tonsil sponges and packs. Hypo 
wipes. Nose and throat sponging. 
Prepping and medicinal applications. 
Packing for intestinal apertures. 


Virtually lint-free. Fine mesh sur- 
gical gauze, with ends completely 
concealed by a special process, se- 
curely covers long-fibre cotton and 
holds it firmly in place. 


Ask your 
Guity representative 
about RONDIC ball-shaped 
sponges! 


Research to 
improve Technic 
-+-to Reduce Cost: 


BAUER & BLACK 


*Reg. U. S. Pat. Off. Division of The Kendall Company, Chicago #6 





May 1950 Regional How’s 


Business Reports 





REGION 





NEW ENGLAND 
Connecticut, Maine, Mass., 
N. H., R. 1., Vermont 


MIDDLE ATLANTIC 
New Jersey, New York, 
Pennsylvania 


SOUTH ATLANTIC 
Del., Fla., Ga., Md., N. C. 
S. C., Va., W. Va., D.C. 


SOUTH CENTRAL 
Ala., Ky., Miss., Tenn., 
Ark., La., Okla., Texas 





NO. OF BEDS 


AV. NO. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


EXPENSES BY DEPTS. 
Administration 
Dietary 
Housekeeping 
Laundry 
Plant Operation 
Medical & surgical 
O. R. & Del. Rms. 
Pharmacy 
Nursing 
Anesthesia 
Laboratory 
X-ray 
Other special services 


TOTAL EXPENSES 


TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 


1-100 101-225 226-up 
9,528 


86.54%, 


1,762 3,867 


73.32% 85.80% 


1-100 101-225 226-up 
1,480 


76.87% 


3,997 
75.63% 


7,822 
84.37% 


1-100 101-225 226-up 
1,448 


61.00% 


4,343 
75.07% 


9,590 
78.23% 


1-100 101-225 226-up 
1,428 


71.10% 


3,902 
74.95% 


7,882 
81.79%, 





PER PATIENT DAY 
$1.41 $1.33 
3.20 2.74 
72 
42 


$1.66 
3.01 


3.21 
58 
1.07 
77 
1.23 


EXPENSES BY DEPTS. 
$1.31 $1.60 $1.57 
2.28 3.33 2.42 
83 94 72 
43 46 47 


.08 
1.12 
.70 
4.44 


1.04 
76 07 


86 


.29 
70 
92 
.33 


PER PATIENT DAY 
$1.50 
3.17 


$1.93 
3.11 


EXPENSES BY DEPTS. 
‘$1.28 «$93 $1.73 
1.93 2.63 2.37 
68 77 
38 36 
% 


1.10 
1.46 


73 


96 


1.57 1.01 





32,518 56,916 164,597 


25,192 59,658 171,182 


14.29 15.43 17.97 


18.45 14.72 17.28 





20,802 66,301 114,601 


25,797 = 68,314 = 124,414 


17.43 17.09 15.91 


14.06 16.59 14.65 





15,786 68,339 182,051 


16,934 69,911 173,107 


11.69 16.10 18.05 


10.90 15.73 18.98 








17,995 45,970 140,567 


20,301 46,433 151,936 


14.21 11.90 19.28 


12.60 11.78 17.83 











REGION 


EAST NORTH CENTRAL 
IWlinois, Indiana, Michigan, 
Ohio, Wisconsin 


WEST NORTH CENTRAL 
Kans., lowa, Minn., Neb., 


D., S. D., Mo. 


MOUNTAIN STATES 
Ariz., Colo., Idaho, Mont., 
Nev., N. M., Utah, Wyo. 


PACIFIC COAST 
California, Oregon, 
Washington 





NO. OF BEDS 


AV. NO. OF ADULT 
PATIENT DAYS 


% of OCCUPANCY 


EXPENSES BY DEPTS. 
Administration 
Dietary 
Housekeeping 
Laundry 
Plant Operation 
Medical & surgical 
O. R. & Del. Rms. 
Pharmacy 
Nursing 
Anesthesia 
Laboratory 
X-ray 
Other special services 
TOTAL EXPENSES 


TOTAL CHARGES 
TO PATIENTS 


OPERATING INCOME 
PER PATIENT DAY 


OPERATING EXPENSES 
PER PATIENT DAY 


1-100 101-225 226-up 


1,595 4,079 


80.47% 


10,535 


79.56%, 83.50% 


1-100 101-225 226-up 
1,517 


78.31%, 


3,997 10,155 


80.11% 85.85% 


1-100 101-225 
3,850 


80.16% 


226-up 
4,839 
55.11% 


2,027 
71.27% 


1-100 101-225 226-up 
8,315 


84.54%, 


1,270 4,330 


53.95% 79.50% 





PER PATIENT DAY 
$1.39 $1.81 
2.24 2.69 
.67 99 
-50 5: 


$1.98 
3.33 


97 
81 


48 
5 
74 
36 


EXPENSES BY DEPTS. 
$1.28 $1.26 $1.38 
2.21 2.42 3.89 
50 76 
51 43 


PER PATIENT DAY 
$1.34 $1.17 
2.73 2.59 
76 
x) | 
88 


$ .85 


87 
1.16 


“EXPENSES BY DEPTS. 

$3.65 $2.65 $3.86 
4.65 2.77 3.79 
1.55 98 1.07 
82 5i 
1.51 2.20 
94 72 
2.53 1.81 
71 2.16 
7.52 7.12 
15 
2.05 
1.55 
33 


3.43 
3.07 





22,370 208,663 


23,421 218,601 


14.68 20.75 





14.03 19.81 


17,637 56,550 172,537 


19,246 59,422 149,584 


12.70 14.87 14.72 





11.63 14.15 16.98 


29,183 56,771 76,677 


30,158 66,032 90,120 


14.88 17.15 18.62 





14.39 14.75 15.85 





40,135 105,451 233,777 


36,907 88,847 244,804 


29.06 20.52 29.44 


31.60 24.35 28.11 
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U television 


Progressive doctors and hospital authorities everywhere report 

that television is working miracles in the sick room! It chases 

bedside blues and stimulates new interests for the patient. 
Motorola table models are available in 814 to 16 inch screen 


sizes...all at new low prices. 


Trouble-free installation in 


good signal areas with BILT-IN-TENNA. Small patient 
rental fees will quickly pay for your investment in 


morale-building TV. 


MOTOROLA INC. * 4545 AUGUSTA BLVD. * CHICAGO 51, ILL. 


| Maw be 

| “Camera V 
ture.” TV jv 

| camera sees it 

| photo-perfection. 

| simple controls. BILT- 

| IN-TENNA. Mahog- 

| any or limed oak. 
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write for details today! 


Advertising Dept. Hospital Management—July 
MOTOROLA, INC., 4545 Augusta Bivd., Chicago 51, Ill. 


Please send me complete illustrated information on the “New 
Horizon" Motorola television receivers for 1950. 


Name. 





Hospital 





Street 





City. 

















Regional Charts for May 1950 


NEW ENGLAND: Conn., Maine, Mess., N.H., RI. Ve. MIOOLE ATLANTIC: New Jersey, New York, Penasyivenie 
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d Uniformity 
and Constant Quality...» 


Heyden’s complete antibiotics organization— 
the Professional Products Division—is geared 
accurately and intimately to the requirements 
of the medical, clinical and biological pro- 
fessions. From original culture to finished 
products, Heyden Penicillin and Streptomycin 


are produced under the most rigid supervision 
and constant control. Naturally, you can al- 
ways count on maximum uniformity and qual- 
ity—and extensive plant facilities combined 
with uninterrupted production assure you 
of constant supply in unlimited quantities. 


PENICILLIN PRODUCTS 


Crystalline Penicillin G Sodium or Potassium 
(in vials); Crystalline Procaine Penicillin G 
in Sesame Oil with 2% Aluminum Monostea- 
rate w/v (cartridges, single- and multiple-dose 
vials); Crystalline Procaine Penicillin G for 
aqueous injection (single and multiple dose 
vials of “PPA.”) 


Tablets: Buffered Crystalline Penicillin G 
Potassium (50,000, 100,000 and -250,000 
units, sealed in foil, for oral use). 

Crystalline Penicillin G Potassium Soluble 
(50,000 and 100,000 units, sealed in foil). 
Troches: Crystalline Penicillin G Potassium 
(5,000 and 10,000 units, sealed in foil, 
pleasingly flavored, slow to dissolve.) 


STREPTOMYCIN PRODUCTS 


Crystalline Dihydrostreptomycin Sulfate 
(1-gm. and 5-gm. multiple-dose vials). 


OF INTEREST TO MANUF 


Heyden’s unusual and exclusive service to 
packagers of Penicillin and Streptomycin 
products protects YOUR sales and profits 
under YOUR OWN NAME. Specially designed 


Streptomycin Sulfate (1-gm. and 5-gm. mul- 
tiple dose vials). Dihydrostreptomycin Sulfate. 


TURER-DISTRIBUTORS 


prescription-type cartons and unit containers 
are ready for your specific labelling. Technical 
literature, brochures and instruction inserts 
are available. 


Write today for detailed particulars. 








MICA 


225 WEST 34th STREET 
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ARO-BROM:: 


The Modern, Non-Specific 


CH 
ARO-BROM G5S. 
is the ideal odor- 
less, non-corrosive 
and non-toxic dis- 
infectant—no rad- 
ical departure from 
the universally ac- 
cepted principles 
of older disinfect- 
ants. Extremely ef- 
fective and com- 
pletely safe in use, 
ARO-BROM has 
been tried, tested 
and approved in 
America’s hos- 
pitals. Non-specific with excel- 
lent penetration characteristics, 
ARO-BROM is truly economic- 
al for general disinfectant use 
in the hospital. Write for full 
details. 


ARO-BROM G.S. is made by the 

makers of SOFTASILK 571 SURGICAL 

SOAP ... another product of the 
research laboratories 


The GERSON-STEWART cap 


LISBON ROAD CLEVELAND, OHIO 





Letters 


How’s Business 
information valuable 


To the Editor: We have been very 
interested in your new “How’s Busi- 
ness” section. Information of this 
type can be valuable to us in planning 
new hospitals under the provisions of 
the Hill-Burton Act. As you know, 
the sponsor must show resources to 
meet expected operating deficits for 
the first two years of operation. 

We are particularly interested in 
the statistic for the South Central 
region which shows that, in most in- 
stances, operating income exceeds op- 
erating expenses. That is not borne 
out by what we hear verbally from 
hospital administrators nor from the 
annual reports that have come to our 
attention. 

An analysis of these figures shows 
that your figures for “Operating In- 
come” are based on “Total Charges 
to Patients.” In many cases the total 
charges to patients do not coincide 
with actual income due to charity 
patients and unpaid bills. While we 
wish that everyone could pay his bill 
and that all bills were paid on time we 
must face the fact that neither occurs 
in actual hospital operation. 

We will appreciate your comments 
on this situation together with the 
source of your information and the 
number and type of hospitals report- 
ing. Possibly your “Total Charges 
to Patients” represent actual income. 
If so, and if publicly owned hospitals 
are included, we will be in a position 
to use your data in our future plan- 
ning. We would appreciate a copy of 
your forms used to date. 

Clay H. Dean, 

Director. 
Hospital Planning Division, 
Department of Public Health, 
Montgomery, Alabama. 


Editor’s note: F. James Doyle, as- 
sociate editor of HosprraL MANAGE- 
MENT and director of the How’s Busi- 
ness Department, replies as follows: 

“.. . The discrepancy which you 
point out between our statistics and 
the verbal reports you have received 
from hospital administrators is due to 
the ambiguity resulting from the use 


of ‘Income’ rather than ‘Total 
Charges to Patients’ (as you your- 
self point out in the third paragraph 
of your letter).° 
“On the enclosed form, the figures 
requested are for ‘Total Charges,’ 
whereas on page 10 of the magazine 
these figures appear as ‘Operating 
Income.’ Thus, as you say, ‘In many 
cases the total charges to patients do 
not coincide with the actual income.’ 
Admittedly, our ‘Income’ figure is 
theoretical rather than practical. 
“We repeatedly need to emphasize 
the fact to trustees and non-account- 
ant administrators that these ‘How’s 
Business’ statistics do not represent 
the state of a hospital’s books, nor 
was it ever intended that they would 
give a complete picture of an institu- 
tion’s finances. They do not take into 
account, for example, revenue from 
endowment, invested capital, out-and- 
out gifts, subsidies from agencies such 
as the Community Fund, etc. 
“Neither, on the other hand, are 
they concerned with bad debts, failure 
of governmental units to reimburse 
hospitals for indigent care, or ‘allow- 
ances’—any one of which can easily 
mean the difference between red ink 
and black. The great difference be- 
tween over-all income and expenditure 
and operating income and expenditure 
is as vast as the difference between 
gross and net. I believe that most 
accountants reading the ‘How’s Busi- 
ness’ pages have this differential well 
in mind and that no confusion results 
from this method of presentation. 
“You requested the source of our 
information and the number and type 
of the hospitals reporting. Our total 
mailing list of approximately 450 is 
composed of all types of hospital— 
chronic, acute, diagnostic, public and 
private. The basis of the list is the 
fact that these institutions employ at 
least one member of the American 
Association of Hospital Accountants. 
“The South Central section of our 
list includes 47 hospitals of which only 
about one-half respond with fully 
completed questionnaires. Those hos- 
pitals responding are of course anony- 
mous inasmuch as there is no identi- 
fication required, and the sectional 
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PROTEIN 
without BULK 
ESSENAMINE POWDER- 


smooth, micronized protein con- 
centrate—provides 3 to 5 times 
as much protein as meat — 
weight fer weight. 











Essenamine is available in three easy-to-take forms: 


1. ESSENAMINE POWDER UNFLAVORED is virtually tasteless ... bland . . . micron- 


wlll ized powder .. . blends well with milk, fruit and vegetable juices, broths, meat loaf, 
4g! baked goods, custards, puddings, ice cream, etc. Cooking does not impair its value. 


2. ESSENAMINE COMPOUND POWDER (with Carbohydrate 30%). 


Mey, 
japiln 3. ESSENAMINE COMPOUND GRANULES (with Carbohydrate 25%). 
Essenamine Compound Powder may be incorporated in milk, milk drinks, baked 


goods, custards, puddings, ice cream and other desserts. Essenamine Compound Gran- 


ules are pleasantly crunchy and are eaten as such or with milk, cream and sugar. 


& ® 
YEscanamine 


Concentrated Source of All Essential Amino Acids 


Wailltiet 


INC. 
New YorK, N.Y. Winpsor, ONT. 


Essenamine, trademark reg. U. S. & Canada 
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Essenamine Powder (UNFLAVORED), 
7% and 14 oz. glass jars. 


Essenamine Compound Powder 
(VANILLIN FLAVOR), 7% oz. glass jars. 


Essenamine Compound Granules 
(VANILLIN FLAVOR), 7% oz. glass jars. 








symbol in the upper righthand corner 
is the only clue to their origin. 

“When it is considered that all 
types of hospitals are represented and 
that expenses vary considerably ac- 
cording to type, no administrator 
should be unduly concerned if his re- 
ports deviate from the average. The 
general picture may quite well differ 
considerably from its components. . .’ 

Because of the tremendous interest 
in these monthly hospital business re- 


ports it might be well to state that 
they are a project of the American 
Association of Hospital Accountants 
and its research committee of which 
John M. Stagl, business manager of 
Passavant Hospital, Chicago, is chair- 
man. The reports are being improved 
constantly under the direction of this 
committee and Mr. Doyle. 

Hospital administrators, trustees, 
accountants and others who wish to 
join this vigorous and helpful organi- 
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PURITAN MAID 
MEDICAL GASES 


used with confidence for 
over a third of a century 
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® Puritan Dealers in Most Principal Cities 


uritan Compressep Gas Corporation 


“Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases and 
Gas Therapy Equipment, Including Hospital Oxygen Piping Systems 
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zation may make application to: 

Mr. Frederick C. Morgan, 

Secretary, American Association of 

Hospital Accountants, 

Genesee Hospital, 

224 Alexander Street, 

Rochester 7, N. Y. 

Those who wish to comment on the 
How’s Business reports or be placed 
on the mailing list for the monthly 
survey may apply to: 

Mr. F. James Doyle, 

Associate Editor, 

Hospital Management, 

200 E. Illinois St., 

Chicago 11, Ill. 


Here’s chance to get 


back issues of HM 


To the editor: I have a large num- 
ber of issues of HosprraL MANAGE- 
MENT (complete file) which I must 
relinquish because of lack of storage 
space. I hate to throw them out but 
would be glad to give them to some- 
body who could make use of them. 
The issues are not bound but in ex- 
cellent condition. 

O. I. Bloom, M.D. 
160 East Third Street, 
New York 9, N. Y. 

Editor’s note: Anybody who wants 
to complete their files should get in 
touch with Dr. Bloom at the address 
indicated. 


Dr. Ponton’s map 
no longer available 


To the Editor: We have been using, 
in connection with our work, a map 
entitled “Distribution of General 
Hospital Facilities in the United 
States,” August 1943, prepared by 
Thomas R. Ponton, M. D., editor of 
HospitaL MANAGEMENT and pub- 
lished in two sections. 

Due to wear and tear from use the 
map is in almost unusable condition. 
We would appreciate knowing wheth- 
er it is still published and available. 
If so, will you kindly send us a copy. 

R. M. West. 
Curtin and Riley, 
Architects and Hospital Consultants, 
Boston, Massachusetts. 


Editor’s note: The map prepared 
by the late Dr. Ponton is no longer 
available. 
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Urokon Sodium Brand. 
of Sodium Acetrizoate 


4 Low Toxicity 
4 Few Side Reactions 


3 High Qua lity Relogaams 
4 Quick Pietuses 

5 Etonomicg| 

6 Immediately Available 


Urokon is immediately available 
in convenient packages of one, 
five and twenty ampuls of 25 cc each. 


May we send you reprints of published clinical reports and 
other data concerning the above points? Mail the coupon. 
iar ite tien a ae Re SE Se NE 

Mallinckrodt Chemical Works 

Second & Mallinckrodt Sts., St. Louis 7, Mo. 

% Gold Street, New York 8, N. Y. 


~ Gentlemen: Please send me full information 
and clinical reports on Urokon Sodium. 


MALLINCKRODT CHEMICAL WORKS 


Mallinckrodt St., ST. LOUIS 7, MO. 
72 Gold Street, NEW YORK 8, N. Y. STREET 


CHICAGO « CINCINNATI + CLEVELAND + LOS ANGELES « ° 
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“To Talk of Many Things” — 








What are responsibilities of 
planners in equipping a hospital? — 


Prepared under the direction of John 

W. Cronin, medical director, chief, Divi- 

sion of Hospital Facilities, U. S. Public 
Health Service 


By GUY H. TRIMBLE 


Chief, Hospital Equipment and Supply 
Branc 


HE average patient entering a 

hospital, regardless of the size of 
the hospital, expects to receive a com- 
plete medical service. The patient is 
unaware that due to limited funds 
some vital pieces of equipment were 
not included when the hospital was 
built. Neither is the patient aware 
that perhaps the wrong type or size 
equipment was installed and the hos- 
pital is not in a position to use and 
moreover does not have funds avail- 
able for the purchase and installation 
of the right size, type and kind of 
equipment necessary to provide an 
adequate medical service. The re- 
sponsibility for providing proper 
equipment rests with the planners of 
the hospital. 

Just what are the planners’ re- 
sponsibilities in providing the equip- 
ment for a hospital from the legal as 
well as the moral aspect? Actually 
there are no specific legal requirements 
for planning and providing equipment 
for a hospital other than the require- 
ments set forth in licensure laws in 
the various states. In most of these 
laws the requirements relating to 
equipment are general in scope and 
somewhat vague in many instances. 
The licensure laws as a rule do not 
spell out the type of equipment re- 
quired but merely state that sufficient 
and adequate equipment must be on 
hand to provide good medical or 
emergency care. 

Even though many of the licensure 
laws in existence seem to us to be 
rather indefinite they have served a 
useful purpose in stipulating certain 


equipment and recommended proce- 
dures for better standards of medical 
care. This is particularly true in regard 
to regulations for the care of the new- 
born. The fine work accomplished 
through the Maternal and Child 
Health program sponsored by the 
Federal Government through state 
agencies should receive much of the 
credit for this progress. 

Many standards including those for 
equipment have been adopted and 
placed in effect under this program. 
As a result many states incorporated 
these standards in their licensure laws. 
However, there is much more that can 
and should be done in regard to equip- 
ment requirements from a legal stand- 
point, such as requiring adequate 
diagnostic equipment which includes 
x-ray, laboratory and the like. 

In reviewing plans it is important 
to become thoroughly familiar with 
the state licensure law as to space and 
equipment requirements. In some 
states the licensing and the construc- 
tion of hospitals are under one depart- 
ment; however, in other states these 
activities are under separate depart- 
ments. In such cases a definite working 
relationship should be established. 

The moral aspects relating to hos- 
pital equipment are far reaching. They 
begin with the original planning of 
the hospital. It is the moral respon- 
sibility of the architect and the build- 
ing committee to see that the proper 
type, size and kind of equipment is in- 
cluded in the plans of the hospital in 
order to provide a good medical serv- 
ice. Realizing this responsibility, 
many architects employ competent 
equipment consultants to guide them 
in the selection and placement of the 
equipment. 

Several incidents illustrating plainly 
the need for properly planned equip- 
ment are brought to mind. There was 
the case of the hospital plans that in- 
cluded $30,000 worth of kitchen equip- 





ment for a 28-bed hospital. When this 
plan was re-evaluated the cost 
amounted to approximately $10,000. 
In another case, the hospital did not 
have a resuscitating apparatus and 
several babies died. Whether or not the 
babies would have lived in any event 
is a matter of conjecture. But the 
medical officer was convinced that it 
was criminal not to have the equip- 
ment on hand. 


Among all hospitals of 250 beds or 
over, 97.8 percent have x-ray diagnos- 
tic service. Among all hospitals of less 
than 50 beds, only 78.7 percent have 
such a service. Of hospitals of 250 beds 
or over, 98.5 percent have a clinical 
laboratory; only 63 percent of hos- 
pitals with less than 50 beds have such 
service. Of all hospitals of 250 beds 
or more, 95 percent have metabolism 
apparatus and an electrocardiograph, 
but only 59 percent of hospitals of 
less than 50 beds have metabolism 
apparatus and only 40 percent have 
electrocardiograph machines. Eighty- 
three percent of all large hospitals 
have a blood bank, but only 6 percent 
of all hospitals of less than 50 beds 
have one. 


It is obvious that the average small 
hospital does not provide many of the 
services needed by the people who 
live near it. The only way these peo- 
ple can get the services they need is 
by going to the big city hospitals or to 
the medical centers: This has many 
obvious disadvantages from the stand- 
point of convenience and cost to the 
patient. It has another disadvantage 
—the small hospital and its staff be- 
come progressively less capable of 
handling the more complex and diffi- 
cult cases. 


No hospital is too small to have 
nurses—neither is the hospital too 
small to have proper and adequate 
equipment to give good medical care. 
It is not our intention to lull you into 
a false sense of security by leading 
you to believe that an expensive sur- 
gical unit insures good surgery or that 
a complete x-ray apparatus will auto- 
matically mean accurate x-ray diag- 
nosis. But if we are planning a co- 
ordinated hospital system and if we 
expect to encourage a working rela- 
tionship between small and large hos- 
pitals to the extent of the exchange 
of professional personnel, then it is 
going to be necessary to provide small 
hospitals with equipment, materials 
and supplies comparable to those 

(Continued on page 93) 
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How rou SAVE <3 WAYS 


With this NEW..HOLLOW METAL 
DOOR-FRAME-HARDWARE UNIT 


Complete Fenestra Hollow Metal 
Door Unit: Beautiful Door, Strong 
Steel Frame, Shining Hardware. 


Fenestra 


DOORS - WINDOWS ° PANELS 
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HERE’S WHAT YOU GET: 


Strong, sleek Fenestra* Hollow Metal Door that 
won’t sag or splinter, warp or swell. Its beauty never 
wears away. A filler of insulation keeps it quiet... 
soaks up the “slam”. 
Streamlined Steel Frame, strong and warp-proof. 
Shining, lacquered Fenestra Hardware that never 
loses luster. 


HERE’S HOW YOU SAVE: 


1. IN FIRST COST. Despite the expense of fine materials, 
the first cost of Fenestra Door Units is kept low. Because 
types and sizes are standardized—then produced in volume. 


2. IN INSTALLATION COST. Your time and labor costs 
are less because Fenestra does the mortising, drilling, tap- 
ping and prime-painting at the plant. All your builder does 
is bolt the frame together. Attach it to floor and walls. 
Screw on template locks and hinges. Hang the door. 


3. IN MAINTENANCE COST. Give it an occasional coat 


of paint and it will always look like new. 


2-3 week delivery, upon receipt of your order. 


Local stocks can usually deliver immediately. 
Fenestra Doors with the Underwriters’ B Label are 
also available. 

Try a Fenestra Door, first chance you get. Open| 
it. Close it. See how smoothly—how quietly—it! 
works. Call your Fenestra Representative for com- 
plete information (he’s listed in the yellow pages 
of your phone book) or mail the coupon. 

*Trademark 





DETROIT STEEL PRODUCTS COMPANY 
Door Division 
Dept. HM-7, 2274 E. Grand Boulevard 
- Detroit 11, Michigan 
Please send me, without obligation, information on Fenestra 
Stock Hollow Metal Doors. 
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Doctor MacEachern’s Mailbag = 


Any Questions? 
Send ee questions for this page 
to Editorial Department, Hospital Man- 
agement, 200 E. Illinois St., Chicago II. 








A selection of letters of inquiry to Dr. Malcom T. MacEachern, director, 
Hospital Activities, American College of Surgeons, and professor and director 
of hospital administration, Northwestern University, regarding various phases 
of hospital management and his replies, are presented here each month for the 
benefit of hospitals everywhere. The information contained in these answers is 
based on 25 years’ experience in directing hospital standardization in the 
United States and Canada. Identification of hospitals will be avoided. 


Question: A hospital administrator 
would like to know the advisability 
and safety of admitting a patient with 
active tuberculosis to the general hos- 
pital for an operation. 


Answer: Not infrequently it may 
be necessary to admit a patient who 
has active tuberculosis to a general 
hospital for surgery. Under such con- 
ditions the patient should be segre- 
gated from all other patients and cared 
for under strict isolation technique. 
This is usually done by keeping the 
patient in a separate room where 
proper isolation precautions can be 
taken after discharge of the patient. 
The room should be_ thoroughly 
cleaned and all furnishings and equip- 
ment sterilized as far as possible. 
Soap, water, sunlight and airing are 
most valuable factors in this respect. 
The operating room in like manner 
should be thoroughly cleansed after 
operating on this type of patient. 


Question: An administrator writes 
“Several members of our medical staff 
have asked that the hospital change 
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its form of permit for operation and 
anesthesia. The change would carry 
the wording ‘the attending physician 
and/or surgeon to administer such 
medical care or to perform such op- 
erative procedures, etc.’ This would 
mean that each patient entering the 
hospital would be required to sign a 
permit. We would like your comment 
on the advisability of this procedure.” 


Answer: There has been consider- 
able question raised regarding the 
value of any signed permit for opera- 
tion or other procedure as to legal 
protection in case of suit. However, it 
has a protective influence at least and 
might be of value in swaying the de- 
cision of the jury:and therefore I com- 
mend the practice. 

It is quite true that permits of this 
nature are limited chiefly to opera- 
tive procedures based on the fact that 
the life of the patient is more or less 
in immediate danger. I see no reason 
why they could not be extended to 
all patients admitted to the hospital, 
wording them along the lines sug- 
gested. Perhaps there is an aversion 


on the part of hospitals to have pa- 
tients sign too many documents. In 
some instances, hospital authorities 
claim that the signing of such permits 
arouses worry and anxiety in the 
minds of patients. 

Personally, when administering a 
hospital, I never asked patients to 
sign any document except when they 
left the hospital against the advice of 
the attending physician and/or the 
hospital authorities. Of course, I do 
not claim by any means that I was 
right in this as I know by far the ma- 
jority of hospitals use the permit sys- 
tem. Finally, I would be in favor of 
the over-all permit which you suggest. 
There are now many individual per- 
mits used, such as for operation, blood 
transfusions, abortions and other con- 
ditions. I believe one permit could be 
used, worded in such a way that no 
anxiety would be aroused in the mind 
of the patient. 


Question: A hospital superintendent 
writes, “We have a young surgeon on 
our staff who claims that the removal 
of skin sutures, catheterization of pa- 
tients, passing of stomach drainage 
tubes, etc., and setting of skin sutures 
in lacerations could and should be 
delegated to the general duty nurses. 
Is this good practice?” 


Answer: There has been consider- 
able tendency by physicians to bypass 
many procedures in the care of their 
patients and turn these over to nurses. 
It would be well for the physicians to 
do more of these procedures in con- 
nection with the care of their patients. 
Repetition in doing develops greater 
efficiency of technique. The four 
functions mentioned (except cathe- 
terization of female patients) do not 
actually come within the area of 
nursing practice, nor are nurses taught 
these procedures by doing them while 
in training. Textbooks on nursing do 
not yet cover these areas. There is 
also another aspect to be considered 
and that is the legal involvement or 
liability. The procedures are medical 
and surgical in most part and as such 
require medical skill and training. 
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Some of the numerous ex- 
hibits that crowded the 
Arena of the Milwaukee 
Auditorium at the 35th An- 
nual C.H.A. Convention. 


Group, regional cooperation urged 


at Catholie hospital convention 


MPRESSIVE ceremonies which 

marked the opening of the Catho- 
lic Hospital Association convention 
in Milwaukee, Wis., June 12 through 
15, confirmed the aura of spirituality 
which usually marks the sessions of 
this organization. It was not until the 
second day that some noted speakers 
got down to brass tacks in some of 
the meatiest discourses of the meet- 
ing. 

After panels on June 13 devoted to 
various topics, the afternoon session 
heard Dr. Leonard J. -Scheele, sur- 
geon general, USPHS; Father Francis 
C. Lively, associate director of dio- 
cesan welfare, Brooklyn, N. Y., Sister 
Mary Gerald, C.S.C., treasurer gener- 
al, Sisters of the Holy Cross, Notre 
Dame, Ind.; and Mary Switzer, as- 
sistant to the Federal Security Ad- 
ministrator. 

The necessity for coordination of 
existing institutions was stressed by 
Dr. Scheele, who said, “The best hos- 


.pital thinking is that all small hospi- 
_ _ ‘ tals should be linked with larger hos- 
r 


pitals as far as their staffs and facili- 
ties are concerned.” 

He said that this “trend to regional 
planning has been very slow,” despite 
the fact that most hospitals of less 
than 50 beds cannot supply complete 
patient services, inasmuch as only 60 
per cent have a clinical laboratory; 
only 40 per cent, an electrocardio- 
graph; and barely 6 per cent have a 
blood bank. 

The relative antiquity of many 
hospital buildings has created a seri- 
ous problem in medical care, Dr. 
Scheele stated. Deterioration of struc- 
ures over a period of 50 or 60 years, 
the existence of fire hazards, the con- 
tinued use of plumbing with cross 
connections, and other threats of in- 
fection—all menace the safety of pa- 
tients. He recommended therefore 
that all hospitals in an area plan co- 
operatively in applying for federal 
aid under the national hospital con- 
struction program. 

Although such regional collabora- 
tion. will mean, he warned, “that hos- 


HOSPITAL MANAGEMENT, July, 1950 


pitals will have to give up some small 
portion of their independence,” this 
must be done if the small voluntary 
hospital is to provide adequate pa- 
tient care. 

Father Lively sounded the same 

note when he said, ““No Catholic hos- 
pital can, in these days, consider it- 
self an entirely independent unit and 
overlook its relationship to all hospi- 
tals in the area.” 
. A good portion of the time al- 
lotted to Miss Mary Switzer was de- 
voted to emphasizing the necessity 
for Government’s growing—one 
might say “encroaching”—interest in 
medical and hospital care. She de- 
preciated those who only “cry about” 
the situation and don’t offer alterna- 
tives. 

“How voluntary hospitals accom- 
modate themselves to greater govern- 
ment participation in the care of the 
sick—that will be the challenge,” 
she stated, assuming that govern- 
ment aggrandizement is a foregone 
conclusion. 
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Msgr. John J. Mulroy 
President, Catholic Hospital Assn. 


(Continued from preceding page) 


On the other hand, with some con- 
sideration for her audience, Miss 
Switzer declared, “We do not contem- 
plate any public program without 
fullest use of the voluntary hospi- 
tals.” 

As a positive program for the Cath- 
olic hospital, Miss Switzer suggested 
that religious orders stress the spirit- 
ual aspect of their work by entering 
other fields than are now being wide- 
ly undertaken. Although the original 
purpose of hospitals was to provide 
for the indigent ill, “The care of the 
sick poor, in the traditional sense, has 
ceased to be their main concern—and 
in the next 50 years we shall see the 
completion of this trend.” (This is, 
of course, because government has 
taken over, or is taking over, these 
functions to an ever greater extent.) 

“If the vitality of the religious 
spirit is to dominate,” continued Miss 
Switzer, “it must reach out for the 
not-easily-achieveable.” She urged 
that the patience, charity and spirit- 
ual values for which religious orders 
are noted should be directed especially 
—and again through planning—to (1) 
rehabilitation of the physically handi- 
capped, (2) the care of the aged and 
chronically ill, (3) the handling of 
the mentally ill, and (4) cogent ef- 
forts at eradication of prejudice, both 
racial and religious, in their respec- 
tive communities. 

Basic to the Catholic voluntary 
pattern, she said, was the Christian 
charity which is its motivation. Such 
hospitals deserve and should obtain 
the support of both money and ideal- 
ism in order that the essential of 
“personal service will not be lost.” 
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The C. H. A. Story 





Excerpts from 


The President’s Address... 


Clear warnings are sounded by the new 


C.H.A. president, Rt. Rev. Msgr. Mulroy 


HE first interest . . . is to im- 
prove the quality of our hospital 
care of the sick. ... 

The second major interest is the 
serious challenge to the Catholicity of 
our hospitals that has arisen from the 
difficulty in maintaining a personal 
and spiritual interest in the welfare of 
each patient as a human being, with 
an immortal destiny. The modern 
techniques of medicine and hospital 
administration have brought many 
non-Catholics and lay people with 
little religious zeal to work on our 
hospital staffs. Their concern for the 
spiritual status of patients is often 
either nil or very slight. Hospital 
work is a job, a position, a world 
career, not a vocation for them. Never- 
theless, they perform valuable and 
necessary service for the bodily needs 
of the patients. Nor are they immune 
to the spiritual outlook. They simply 
don’t have time and their work is high- 
ly technical and specialized 

The third interest looming large be- 
fore us today is the care of patients in 
areas of specialized need. We have 
over 800 general hospitals in the 
United States and Canada. We have 
only 110 institutions with beds for 
special types of care. Are we devot- 
ing too much attention to ordinary ill- 
nesses cared for in general hospitals? 

We have several extraordinary in- 
terests at the present moment. First, 
we must be concerned with maintain- 
ing our rights and position as a large 


group of voluntary hospitals operating 
under religious auspices . . . we can- 
not throw up our hands and let non- 
religious or governmental programs 
and their leaders take over our work. 
Yet, that is the logic of complete 
governmental financing. We cannot 
permit our hospitals and our Sisters 
to be merely servants of the state. 
From the American, Canadian and 
Catholic points of view our rights to 
serve the sick and the sick poor must 
be secure. 

Numerous bills still are to be 
found in various committees of both 
the House and the Senate... . We are 
hopeful that there will be a safeguard- 
ing, as well as legislative encourage- 
ment, of the voluntary system. Al- 
ready, we have Mr. Ewing’s statement 
that they do not wish to take over or 
abolish church-sponsored hospitals. 
The difficulty is that they have not 
made clear in any legislation thus far 
proposed how they will proceed to 
safeguard and encourage the present 
excellent voluntary hospital program 
that America now has. Both in the 
Social Security amendments them- 
selves and in any proposed legislation 
directly affecting hospital activites, 
there are hazardous schemes. It is en- 
couraging to know, however, that ex- 
cept for the radical wing, American 
labor does not relish embarking on 
the turbulent sea of State Socialism, 
either in the welfare or the health 
fields. 





Excerpts from The President's Address 


Nursing education and college levels 
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Another C. H. A. Story 





by F. JAMES DOYLE 
Associate Editor 


HE dilemma encountered in the 
production of the hospital ad- 
ministrator—how to weight academic 
training as against direct hospital ex- 
perience—got a thorough going-over 
in the June 14 panel of the Catholic 
Hospital Association convention in 
Milwaukee, dealing with “The Pro- 
fessional Hospital Administrator.” 

Sister M. Regina, R.S.M., adminis- 
trator of Mercy Hospital, Hamilton, 
Ohio, stated, “It has been said that 
the way to become a good adminis- 
trator is to administrate.” She hur- 
ried to emphasize that this view is 
just one extreme, and that not only 
does she believe academic training 
necessary, but that a third phase of 
education seems to her of even greater 
importance: “Self-education” — after 
actually getting an administrative 
position—“remains the largest part 
of any training.” 

“Courses themselves can develop 
administrative skills,” she pointed out, 
but only a broader basic education 
can develop the strong character and 
will which administrators need, and 
this type of training can be specifical- 
ly enhanced by the administrator’s 
on-duty experience of ‘recognizing a 
situation for what it is, thinking a 
problem through, and acting on his 
decision.’ 

A direct question to Sister M. Doro- 
thea, C.S.C., administrator of Loretto 
Hospital, Chicago, brought a striking 
tribute to the value of courses which 
lead to the M.H.A. degree. This en- 
dorsement was particularly well- 
grounded in that Sister M. Dorothea 
is in the rather unusual position of 
having had twelve years of hospital 
experience before taking the graduate 
course in hospital administration. To 
say, after such extensive practical ex- 
perience, that academic training is a 
sine qua non for the truly well- 


Value of graduate administration courses 
upheld by Catholic convention panel 


equipped administrator, is high praise 
indeed. 

Some collaborative testimony of 
comparable weight was proffered by 
Mary Johnson of the American Col- 
lege of Hospital Administrators, Chi- 
cago. Miss Johnson said she had re- 
cently heard from five graduate stu- 
dents in Hospital Administration who 
had had previous professional train- 
ing—two M.D.’s and three R.N.’s. 
All five were of the opinion that al- 
though their prior hospital experience 
was naturally exceedingly valuabie to 
them, it offered only a partial under- 
standing of the comprehensive, many- 
sided viewpoint desirable in the hos- 
pital’s chief executive. 

Victor E. Costanzo, M.H.A., in- 
structor in Hospital Administration 
at St. Louis University, sketched in 
broad terms the question of integrat- 
ing experience with education, point- 
ing to the fact that most programs in 
Hospital Administration have divided 
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their courses into two parts—one year 

of principally academic study and a 
second year of “on-the-job” training 
(the administrative residency or in- 
ternship, under an approved precep- 
tor). 

Most courses, also, Mr. Costanzo 
said, are allocated to four major 
areas: (1) Institutional administra- 
tion, (2) Community structure and 
planning, (3) Basic concepts under- 
lying health and disease, and (4) 
Basic concepts underlying patient 
care. These are flexible enough to 
provide for a good deal of the neces- 
sary correlation of academic and 
purely experiential impression. 

Concerning the background of 
academic work which would be of 
most help to those considering hospi- 
tal administration as a career, Mr. 
Costanzo said it was generally agreed 
that the broadest possible range of 
work (always including Accounting), 
is best. A sidelight on this is the fact 
that California, Johns Hopkins and 
Yale—as graduate Public Health 
schools—require M.D. degrees as an 
entrance prerequisite. Interesting also 
is the age level deemed most advan- 
tageous for prospective administra- 
tors. Columbia, for example, prefers 
entrants between 30 and 40 years old, 
and Chicago maintains a class average 
of 30 years. 

All in all, this C.H.A. symposium 
indicated that the position of hospital 
administrator has indeed attained a 
professional, rather than a pseudo- 
professional status. That this pro- 
fession is comparable now in most 
respects to medicine, engineering and 
other long-established lines of en- 
deavor, is due in large part to the 
programs in Hospital Administration 
which attract and turn out executives 
of ever higher caliber in increasing 
numbers. 
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Want to improve purchasing methods? 


Hospital executives offer suggestions 


F you want to improve your pur- 

chasing methods you can get a lot 
of good ideas from hospital executives 
who have had successful experience 
in this field. They may not always 
see-eye to eye but then again it never 
has been denied that there probably 
is more than one good way to a job. 

One hospital superintendent with 
a background of experience in pur- 
chasing is B. D. Dann, superintendent 
of Hackley Hospital, Muskegon, 
Mich., and you can learn a lot from 
him. He points out that his “view- 
point on the subject, in the beginning, 
is admittedly biased as I came into 
the hospital field through the pur- 
chasing department. Therefore, I am 
quite critical of a number of people 
buying for hospitals. 

“Many administrators worry about 
getting gifts or collecting money due 
to the hospital. I believe 47% of their 
dollar spent really goes through their 
purchasing department for some type 
of purchase and little attention is 
paid to this. Of course, to set down 
any hard and fast rules regarding pur- 
chasing is an impossibility as the size 
of the hospital has a direct bearing 
on the purchasing policies and pro- 
cedures. 

“Some hospitals of under 25 beds 
buy most of their supplies from the 
local community. It is good politics 
to do this. To say that this hospital 
should buy on a bid basis would be 
an impossibility. The medium sized 
hospital, in my experience, has some- 
one designated to buy its basic stock 
commodities. Its daily dietary pro- 
duce is purchased by the dietitian. 

“Tn other instances I know of the 
various department heads doing their 
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packed with ideas for the buyer 


own buying. This, I think, is a serious 
fault. In our particular institution, 
with a capacity of 218 beds, the buy- 
ing outside of the daily dietary pro- 
duce is done through the superintend- 
ent’s office. We have a purchase order 
form with purchase order numbers, a 
material receipt form, and maintain 
a stock ledger book which comprises 
our perpetual inventory on all 
stocked items. 

“As for sources of buying informa- 
tion, after you are at this game for 
over twenty years you will uncon- 
sciously form certain buying habits. 
A good reliable salesman is probably 
as much assistance to the average 
buyer as any written source of infor- 
mation.” 

In answer to the question: “What 
advice would you give an administra- 
tor interested in more efficient pur- 
chasing procedure?” Mr. Dann says 
“My personal opinion is on-the-job 
training, as I was taught this way.” 
Mr. Dann admits, though, that this is 
a difficult question to answer. 

As far as advising a more efficient 
purchasing procedure to other hospi- 
tals is concerned, Mr. Dann _believes 
that you would have to know the size 
of the hospital first. “I would not 
want to recommend a purchasing de- 
partment in a fifty-bed institution,” 
he said, and “I further would not 
want to recommend that there be no 
purchasing department in a five- 
hundred bed institution...” 

Mrs. Gertrude Olsen, R. N., su- 
perintendent of Sheboygan Memorial 
Hospital, Sheboygan, Wis., in ex- 
plaining purchasing procedures in 
that hospital, says “Each department 
supervisor requisitions for supplies 


and equipment needed. These requi- 
sitions are made to the central supply 
supervisor, who is a graduate nurse. 
Her recommendations are written in 
the Supplies Wanted book and given 
to the superintendent. 

“All articles purchased are re- 
corded with the date, company and 
price and kept in a file in the super- 
intendent’s office. This information, 
kept up to date, serves as a ready 
reference when purchases are made. 

“The best training for a buyer of 
hospital supplies is nurse’s training” 
(Mrs. Olsen, meet Mr. Dann!). “A 
nurse knows what all equipment and 
supplies are used for and has an idea 
how much is needed. For instance, 
rubber goods. A nurse knows how 
many catheters, ice bags and other 
items to keep on hand. Regardless of 
quantity price she knows the approxi- 
mate number needed and apt to be 
used over a period of time. 

“Very often salesmen can urge a 
buyer to purchase a large supply of 
an item because it is a very reason- 
able price when purchased in quanti- 
ty. Any salesman from a reputable 
firm does not do this but there are 
many salesmen who do. If the buyer 
does not know what the item is used 
for and how often, he is apt to be in- 
fluenced by the salesman. 

“Only a moving stock should be 
kept on hand. There is no reason to 
tie up money in big inventories when 
the items are not used in quantity. 

“Every article purchased by the 
hospital is written on an order blank 
and given a number. When the item 
is received it is checked with the or- 
der and if correct it is put in stock. 
At the end of the month the bills are 
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all put together and given to the su- 
perintendent for approval. No bill is 
paid until the final O. K. is given by 
the buyer, who in our hospital is the 
superintendent. Checks are also signed 
by the superintendent, which gives 
another final approval. 

“T am the superintendent and a 
graduate nurse so I am the buyer at 
this hospital. I definitely feel nurse’s 
training is the best source of informa- 
tion for a buyer...” Sheboygan Me- 
morial Hospital has 103 beds. 

At Missouri Baptist Hospital, a 
450-bed institution, at St. Louis, Mo., 
the purchasing set-up is described by 
C. E. Copeland, the superintendent, 
as follows: 

“1, Our purchasing department 
consists of a full time purchasing 
agent who devotes her entire time to 
the work and has as her assistants a 
secretary and a storekeeper. She is 
given considerable latitude in the 
purchase of all hospital equipment but 
consults freely with the administra- 
tor and the various department heads 
of the hospital in making major de- 
cisions; if it is a matter of heavy 
equipment the administrator makes 
the final decision. 

“2. The records kept by the pur- 
chasing department consist of a per- 
petual inventory and the usual gen- 
eral files of any office. All purchase 
orders are numbered and all goods 
received in the storeroom carry a re- 
ceiving order number. All invoices 
are received in duplicate, checked by 
the purchasing office and sent to the 
cashier’s office for payment. All requi- 
sitions on the storeroom are in writ- 
ten form and a permanent record is 
kept thereof. 

“3. The principal source of buying 
information is through salesmen who 
call weekly or by invitation: however, 
reference is made to catalogs of 
outside concerns. Attendance at con- 
ventions is also very helpful to the 
purchasing agent in keeping abreast 
of the times. In this location we find 
very little difficulty in obtaining mer- 
chandise due to the fact that many 
of the large wholesalers are located 
here and those who are located else- 
where have district offices here. 

“4, The training of a hospital pur- 
chasing agent is greatly facilitated by 
the attendance at institutes to which 
we send our purchasing agent as well 
as other department heads. Attend- 
ance at conventions also is very help- 
ful, and inspection of displays at de- 
partment stores and surgical houses 











ELEGATES to the American 
Medical Association’s annual 
meeting in San Francisco the last 
week in June got quick assurance that 
the A.M.A. will have vigorous and 
stimulating leadership during the 
coming year. That much was assured 
when the new president, Dr. Elmer L. 
Henderson, Louisville, Ky., promptly 
used a coast-to-coast radio broadcast 
to challenge the world to produce a 
dictator, state or any other kind, 
which was providing anywhere near 
the splendid medical care now being 
made available to all by this country’s 
free doctors. (For editorial comment 
see page 49.) 

Hospitals which “practice medi- 
cine” within the definition of the 
AMA were threatened with removal 
from the AMA’s approved list of hos- 
pitals (see page 41) in one of the as- 
sociation’s resolutions. This would 
mean that the hospital would not be 


New A.M.A. head calls on doctors 
to fight socialistic trends 


By a staff correspondent 








approved for the training of residents 
and interns, an AMA spokesman 
claimed. 

This is a reaffirmation of a pre- 
vious stand. Hospitals, according to 
the resolution, may not bill patients 
for such services as x-ray, anesthesia, 
physical therapy and _ pathology. 
Neither can hospitals employ doctors 
on a full-time salary basis, according 
to the requirement, as is the practice 
in some of the leading hospitals in the 
country. (See page 45.) 

The president-elect of the AMA is 
Dr. John W. Cline, San Francisco. 
Other officers are: vice president, Dr. 
R. B. Robins, Camden, Ark.; secre- 
tary, re-elected, Dr. George F. Lull, 
Chicago, and, treasurer, re-elected, 
Dr. J. J. Moore, Chicago. 

Next year’s meeting will be at At- 
lantic City, N. J., in June. The 1952 
meeting will be in Chicago and the 
1953 meeting in New York City. 





also is a contributing factor. 

“5. I feel that a hospital adminis- 
trator should work very close to his 
purchasing agent and encourage that 
department head to keep constantly 
posted on everything that crosses his 
desk in the nature of catalogs, mag- 
azines, advertising and the other ac- 
tivities suggested in answer to the 
question on recommended types of 
training for hospital purchasing ex- 
ecutives. 

“We feel that a perpetual inventory 
and a careful written record of all 
requisitions on the storeroom also are 
very helpful in the efficient opera- 
tion of the purchasing department,” 
concluded Mr. Copeland. 

Pat N. Groner, administrator of 
the 75-bed Barre City Hospital at 
Barre, Vermont, buys through cata- 
logs and circulars and he keeps a per- 
petual inventory of supplies. Con- 
sumption records are kept on supplies 
which move regularly. 

Another hospital superintendent in 
an institution of unknown size does 
all the buying except drugs and the 
office keeps a copy of all purchase or- 
ders. Salesmen of competing com- 


formation in this hospital and the 
recommendation is made that pur- 
chasing executives “have a gener- 
al. knowledge of the merchandise 
bought.” The advice of this adminis- 
trator is to “watch prices closely.” 
Purchase orders are kept in tripli- 
cate in another hospital where the 
administrator does all the purchasing. 
Here, too, salesmen are a prime source 
of information along with catalog 
contents. This administrator holds 
that the purchasing agent should be 
trained in purchasing fundamentals 
and, if properly trained, should be 
delegated all purchasing procedures. 
Salesmen, catalogs and magazine 
articles are the best sources of infor- 
mation for another administrator who 
does his own buying. Merchandise 
is bought only as it is used and the 
policy is to get good merchandise 
of standard makes, brands, etc. A 
few regular forms are used and refer- 
ence is made to previous statements. 
A course in a recognized school or 
experience with a purchaser is recom- 
mended as training by another ad- 
ministrator, with central purchasing, 
perpetual inventory, and local pur- 


panies are the chief sources of in- chases. 
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i Hospital Gives Home Care 


1. 








E. M. Bluestone, M.D., director of Montefiore Hospital, shows with his out- 
stretched hands on a large map of New York City the distance limit of 
the hospital's home care program. Looking on is Martin Cherkasky, M. D., 
home care executive of the hospital. 


A patient of Montefiore on her way home is wheeled down corridor by 
nurse and social worker (right). Many patients thrive under home care. 


Patient is moved from wheelchair to car for trip home. 


Dennisson Young, M.D., in charge of home care of children, goes over 10- 
year-old patient's records with Nurse Marjorie Hill. 


Dr. Young goes to special white car in which he makes home care calls. 


Dr. Young examines patient bedridden with rheumatic fever. 


Dr. Young explains to patient's mother how to take patient's pulse. 


Dr. Young explains to mother how to make out temperature chart. Family 
members are allowed to do only simple procedures such as taking pulse 
and temperature, administering pills and washing patient. 


Mother checks daughter's temperature. 


Mother checks daughter's weight. Patient is allowed out of bed only once 
a day because of rheumatic fever condition. 


Social worker checks up on ability of family to care for patient at home. 
When mother is bedridden hospital often provides housekeeping service. 


Acme photos 
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[Relative to the point raised in the ar- 
ticle on page 33 concerning the compara- 
tive value of work experience as con- 
trasted with purely academic and theoreti- 
cal training, this series attempts to evalu- 
ate the merits and demerits of the ad- 
ministrative residency in concrete terms. 
The authors—all of whom afforded splen- 
did co-operation—were requested to set 
down a brief, frank appraisal of this por- 
tion of their Course in Hospital Ad- 
ministration. (The institution cited after 
the writer’s name indicates the location 
of the residency, not his present address.) 
These comments will be continued in the 
next issue of Hospital Management.] 


D. CONSTANTINE 
Passavant Mem. Hospital, Chicago 


N spite of the fine academic train- 

ing afforded the student of hospi- 
tal administration, it would be an ex- 
ceptional person who could enter di- 
rectly into a position of responsibility 
without first taking a residency. 

Even though the remuneration paid 
by hospitals to administrative resi- 
dents is usually small, it still repre- 
sents a financial burden on the insti- 
tution. Therefore, the resident should 
try to be as productive as possible, 
without sacrificing his training. 

In accordance with my own re- 
quest, my residency at Passavant 
Memorial Hospital was a working ro- 
tating residency. For nine months of 
the year, I had definite responsibili- 
ties of work and hours, in each depart- 
ment I worked. The remaining three 
months were spent in special adminis- 
trative projects. 

In the Housekeeping Department, 
for instance, part of my duties in- 
cluded delivery of linen to the floors. 
Without my academic training, I 
would probably have found pushing 
the truck to be a mechanical process, 
and nothing more. As a resident, 
however, I noted the length of time 
required for delivery, the ease or dif- 
ficulty of handling the truck, the noise 
made by such trucks, plus many other 
matters connected not only with 
Housekeeping, but with the Nursing 
and Laundry Departments. My ob- 
servations were duly reported to the 
department head, and to the adminis- 
trator. 

Each residency should be planned 
with the student’s past experience in 
mind. Certainly someone with many 
years of accounting and office ex- 
perience should not spend a long peri- 
od of time in the business office, nor 
should the nurse or physician be long 
in the Surgical or Obstetrical Depart- 


38 





An HM Opinion Survey 





A symposium on the 


r= 3 7 
, 


FEATURE 


ments. However, in all the depart- 
ments to which the resident is at- 
tached or assigned, the time should 
be spent working, not just observing. 
This will help the resident gain the 
friendship and assistance of the de- 
partment head, without which the 
period spent there would be practi- 
cally worthless. 

My experience at Passavant Me- 
morial Hospital confirms the fact 
that a residency, well planned and 
conscientiously carried out, prepares 
the student, as nothing else could, to 
enter a position with the training 
necessary for executing the responsi- 
ble function of hospital administra- 
tion. ; 


PAUL K. POTTER 
Methodist Hospital, Indianapolis, Ind. 
AUNCHING upon a program 
of administrative residency is a 
challenging and stimulating experi- 


ence for both the hospital and the 
administrative resident. It can make 
for an enriching and informative ex- 
perience, or one which will assume 
the characteristics of mutual exploi- 
tation. 

For one who has had extensive ex- 
perience in the hospital field, either 
through previous employment in the 
administrative or other hospital de- 
partments, this residency offers a 
chance to observe the differential in 
methods and procedures which indi- 
vidualize and characterize every hos- 
pital. For one, like myself, who had 
not formerly been a member of any 
hospital family, it was an excellent 
medium through which I was able to 
clarify the theoretical scholastic train- 
ing which I had received. This year 
of residency has served as a live sup- 
plement to my academic work. 

The plan of rotation through de- 
partments which was employed by the 


Below: The class in Hospital Administration at the Univer- 
sity of Minnesota. (See box on page 54 for identifications) 
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administrative residency 


Three first-hand accounts by former 
students of hospital administration who 
have just completed their internships 


hospital administrator, Mr. Robert 
E. Neff, was strengthened by admin- 
istrative conferences at the close of 
each day. In these conferences the 
resident was considered as a member 
of the administrative staff and his 
counsel and judgment were asked for 
on many occasions. The weekly semi- 
nar which was held between the hos- 
pital administrator and the adminis- 
trative resident, made for an excel- 
lent working medium toward acquir- 
ing the administrator’s insight into 
administrative problems and proce- 
dures, gained through his twenty-five 
years of such experience. 

To me this year has been a prov- 
ing ground during which the adminis- 
trative resident has oriented himself 
into the program of the hospital, 
thereby enriching himself in countless 
ways. It has been a year during which 
the hospital has had an opportunity 
to glean something of the latest trends 
in hospital administration from the 


recent scholastic and _ theoretical 
knowledge of the resident. Such a 
sharing experience can be set forth as 
an ideal toward which the hospital and 
the resident strive. 

Paramount in the residency was the 
opportunity to observe and eventual- 
ly to become a part of and contribute 
to the fine spirit of the hospital. Con- 
cern for the patient being foremost, 
honesty and fair dealing in all mat- 
ters which call for administrative 
judgment and decision were set forth 
as significant in administration. The 
use of existing staff committees rather 
than the over-riding of such commit- 
tees proved to be the most efficient 
and effective example set forth by the 
members of the administrative staff. 


JOHN JAMES 
Protestant Deaconess Hospital 
Evansville, Ind. 


OST of the universities which 
have incorporated the program 


Below: Yale University’s class in Hospital Administration 
on a field trip. (See box on page 54 for identifications) 
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of Hospital Administration into .their 
curricula require an administrative 
residency as part of the course. This 
was not decided upon hastily, but 
was a result of much research and 
study, based upon the advice of top 
ranking hospital authorities with years 
of experience behind them. 

The period of administrative resi- 
dency in a program of training for 
future hospital administrators serves 
as the “practical” phase of the pro- 
gram. Placing the profession on an 
academic basis has attracted younger 
persons into the field of hospital ad- 
ministration—which is good. Yet if 
a person having had only the theoreti- 
cal phase of the program (regardless 
of how comprehensive this might be) 
were to enter into the profession, he 
would struggle against many handi- 
caps, and his mistakes might be ex- 
tremely costly to the hospital unfortu- 
nate enough to have him for its ad- 
ministrator. Furthermore, boards of 
directors would frown upon the idea 
of a professionally trained man, if 
he lacked any practical experience, 
thus blocking the way for other uni- 
versity graduates. 

The administrative residency is a 
valuable part of the university train- 
ing. The student is placed on an ad- 
ministrative level where he comes face 
to face with the daily problems of a 
busy administrator. Some of these 
less important problems he is assigned 
to handle, with the administrator 
either approving or making the final 
decision. Many of the matters han- 
dled by the administrator are often 
discussed with the resident or in his 
presence, by which he gains valuable 
insight to the intricate and complex 
administrative problems of a modern 
hospital. 

Rotation through the various de- 
partments of the hospital and working 
closely with the head of each depart- 
ment gives the administrative resident 
first-hand experience in the proce- 
dures and functions of that depart- 
ment. 


The administrative residency was 
for me a time of very valuable and 
practical experience. Each day, as 
administrator of a brand new hospital, 
I appreciate more and more the wis- 
dom and foresight of those responsi- 
ble for the direction of the Hospital 
Administration program at the uni- 
versity, in making the administrative 
residency an integral part of the edu- 
cational plan. 
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By MRS. C. S. KNOWLES, R.N. 


Associate Director, McMillan Hospital 
St. Louis, Missouri 





Are you making plans to care for 
patients with psychiatric disorders? 


E administrators say that we 

hope to practice the best type 
of hospital administration in the best 
of hospital surroundings, that the 
medical needs of the community are 
met more adequately when all clinical 
services are part of the same hospital 
organizatiou, and that in addition to 
giving hospital care, the hospitals 
have important teaching and training 
functions. If we mean that, then one 
important clinical service to consider 
is a department for the psychiatric 
patient. 

Our experience with a psychiatric 
service for acutely disturbed and 
subacute mental patients in a general 
hespital has led us to the definite con- 
clusion that this service is not only 
workable, but desirable and vitally 
necessary. 

Many individuals with psychiatric 
disorders have difficulty in accepting 
the emotional aspects of their illness. 
They will accept hospitalization on a 
psychiatric service in a general hos- 
pital long before accepting it in a men- 
tal hospital, not only because of the 
stigma attached to being in a desig- 
nated mental hospital (and this is a 
real problem) but also because of the 
more readily available consultation 
facilities. They feel that nothing will 
be neglected and that they will have 
the services of a competent staff to 
diagnose or treat all phase, or any as- 
pect, of their disturbance. 

Although mental hospitals have 
begun to extend their activities into 
the life of communities through out- 





This paper, which was presented April 
13, 1950 before the Midwest Hospital Asso- 
ciation at Kansas City, Mo., also embodies 
testimony = by Mrs. Knowles before 
the House J.abor-Federal Security ap rop- 
riations sub-committee Feb. 22, 1 20 in 
support of the mental hygiene program, 
based on McMillan Hospital’s more than 
six years’ experience with the diagnosis 
and treatment of acutely disturbed mental 
patients. 
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Administrators and trustees will be interested 
in these reasons for making hospital truly general 


patient services, they are, compared 
to general hospitals, somewhat iso- 
lated. Psychiatric services in a gen- 
eral hospital can be so well integrated 
with the other services that referral 
of patients can be accomplished with 
a minimum of psychic trauma to the 
patient. Thus, the medical needs of 
the community are met more ade- 
quately when all services are an in- 
tegrated part of the, same hospital 
organization. 

The need of the community for 
psychiatric service can be measured 
by the demand. Although the aver- 
age patient’s days stay in the private 
general hospital is higher than the 
general average for the hospital as a 
whole, it is below the days stay for 
patients with subacute and acute 
diseases in mental hospitals. 

Hospitals, in addition to serving 
the medical needs, have an important 
teaching and training function. The 
psychiatric service, by being an in- 
tegral part of the hospital, insures 
that medical staff and interns and 
nursing students and nurses will be 
given the necessary experience in the 
recognition and management of per- 
sonality disorders. This is not taught 
as an isolated aspect because psy- 
chiatry in a general hospital is not 
isolated but permeates throughout 
the entire organization of the hospital. 

Training in psychiatry within the 
organization of a general hospital in- 
sures a breadth of experience which 
should enable the trainee to give 
better service to his community now 
and in the future. It would be ideal 
for all interns and residents to rotate 
through the psychiatric service, but 
this is not always possible. A com- 
promise is reached by having psy- 
chiatric consultants readily available 
to other services and this has resulted 


in a broader, educational program for 
resident staffs. 

Before psychiatric units were es- 
tablished in general hospitals it was 
necessary for a private patient who 
was acutely mentally disturbed to go 
to a private sanatorium or a city in- 
stitution. In most areas of the coun- 
try, particularly in the rural areas, 
the acutely disturbed mental patient 
is placed in jail until he can be com- 
mitted to a mental institution. In the 
metropolitan areas there are limited 
facilities for patients in a city insti- 
tution, and in some instances a private 
sanatorium, but they exist only in 
metropolitan areas and are almost al- 
ways inadequate. You can readily 
see, therefore, that a great service is 
given the public and a community 
need is met if we can not only con- 
struct additional psychiatric units in 
general hospitals or medical centers, 
but train professional personnel to op- 
erate them. 

Today’s hospital is as yet a com- 
paratively new and growing institu- 
tion. The philosophy that the general 
hospital is becoming the center of 
medical care, and as such should pro- 
vide as many possible types of clin- 
ical service as require hospitalization, 
is becoming a reality. With psychiatric 
disorders as common as acute ap- 
pendicitis or pneumonia, the psy- 
chiatric patient cannot rightly be ex- 
cluded from a general hospital. The 
doctor and the hospital personnel ac- 
quire a definite measure of satisfac- 
tion from the possibility of rendering 
psychiatric service in the community 
which the hospital serves. 

There is long-standing apathy of 
the medical profession toward rsy- 
chiatry, coupled with the public’s 
feeling that mental illness is unmen- 
tionable in polite society. There exists 
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today much the same feeling that 
existed toward venereal disease 20 
years ago. People do not talk about 
mental disease; in fact, in many in- 
stances they do nothing about it until 
it is too late. 


Increasingly, we realize that the 
patient with a “sick nervous system” 
is a human being who is suffering a 
mental illness. Acutely ill patients, 
in need of hospitalization for purposes 
of treatment, rest, occupational and 
physical therapy, proper diet, isola- 
tion from relatives and friends, and 
other technics, require an environ- 
ment that is not too different from 
that needed by people suffering with 
disorders requiring general hospital 
care. Most of them can be dismissed 
after two to six weeks of proper care 
and should be hospitalized in a prop- 
erly equipped general hospital along 
with patients suffering with other 
acute disorders. 


The disturbed and acutely ill psy- 
chiatric patient, of course, must be 
separated from the other patients in 
the general hospital, but as soon as 
possible he should be transferred to 
a non-disturbed unit and thence to 
a general nursing division so that he 
will not feel set apart from other types 
of patient. Here is a risk area which 
should not prevent hospital boards 
and administrators from inaugurating 
such a service. In this area there is 
a known risk of suicide attempts and 
AWOL/’s, but there is no other way 
of testing whether or not the patient 
can be restored to his family or society 
without giving him outside privileges. 

The emotional factor is of prime 
significance in every patient, whether 
it be problems of general medical and 
surgical concern, psychiatric disorders 
of depression, post-operative and post- 
partum psychosis, delirium, excite- 
ment, or chronic alcoholic conditions 
that may be managed in the general 
hospital without recourse to psy- 
chiatric hospitalization. The psy- 
chiatrist must be accepted as a neces- 
sary member of the hospital team, 
working side by side with the surgeons 
and internists. 


A general education program aimed 
not alone at interns and residents and 
attending staff, but also at all per- 
sonnel of a general hospital—nurses, 
attendants, secretaries,—patients’ 
families and social agencies is essen- 
tial. 


Where will the emotionally and 
mentally disturbed patient find help? 


Out of some 4500 general hospitals 
in the country, only 127 accept or 
provide for the emotionally handi- 
capped, and how many of them take 
acutely disturbed patients? What is 
the mental health situation in the 
United States today? How many 
people in the United States are suf- 
fering from some form of mental ill- 
ness? 

About 8,500,000 people are suffer- 
ing from some form of mental illness. 
This means that more than one in 18 
persons is now suffering. One out of 
every 10 persons will need psychiatric 
care some time during his life. This 
means that about 15,000,000 persons 
now living in the United States will 
require psychiatric care at some time. 
One out of every 18 persons will spend 
some part of his life in a mental hos- 
pital. This means that about 8.334,- 
000 people now living in the United 
States will be hospitalized for mental 
illness at one time or another. One 
out of every two hospital beds in the 
United States is occupied by a mental 
patient. 

While the primary function of a 
general hospital is to cure disease, it 
should, whenever possible, without 
hampering the primary function, con- 
tribute to the general well-being of 
all members of the community. The 


operation of a unit for acutely dis- 
turbed, violent, suicidal, intoxicated 
patients does not hamper the primary 
function, but extends it. Out of the 
care of such patients will come re- 
search and understanding of preven- 
tion and restoration. This requires a 
social concept that is new in medicine. 
It should come from the general hos- 
pital, not the psychiatric hospital or 
the O.P.D. service. It will come when 
the hospital more fully realizes that 
its function is to treat people, and not 
disease only. 

The argument for placing a psy- 
chiatric division within a general hos- 
pital gains additional strength from 
the fact that general hospitals do, un- 
knowingly and unavoidably, admit 
patients who have or may develop 
psychiatric conditiors. It follows that 
the hospital should have facilities to 
give those patients the best treatment 
possible and to be able to protect the 
patient and the hospital. 

America has achieved the apparent- 
ly impossible. We have extended the 
life span by many years, reduced 
infant mortality in a. spectacular 
fashion, and practically eliminated 
certain diseases. All of this has been 
accomplished in order that we might 
enjoy physical health. Can we not 
do the same for mental health? 


Physician training programs 
in hospitals show increase 


NTERN and residency programs 

in hospitals approved by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association have increased during 
the Jast 10 years. 

The council’s annual report, made 
public in the Journal of the A.M.A., 
shows there were 9,398 approved in- 
ternships available as of April 1, 
which compares with 9,124 a year ago 
and 7,998 in the prewar year of 1940. 

Approved residencies offered phy- 
sicians for further training in the 
specialties totaled 18,669 as of April 
1, as against 17,293 a year ago and 
15, 172 two years ago. 

The increase of 814 internships 
over the last four years involves vir- 
tually the same number of approved 
hospitals, 799 and 798, respectively, 
for 1950 and 1946. This trend toward 
a greater demand for intern service is 
a significant factor in considering the 
present shortage of interns, the coun- 
cil says. 
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Approved internships are now of- 
fered in all but four of the states. 
New York, with 1,464 positions avail- 
able, leads in the number of intern- 
ships, followed by California with 
897, Pennsylvania with 837, Illinois 
with 702 and Ohio with 495. 

Internships unfilled on Sept. 1, 
1949 numbered 2,340, or 24.9 per 
cent of the total offered. A year ago 
the vacancies reported numbered 
1,779, or 19.7 per cent of the total. 

There are 4,292 residency training 
programs being conducted in 1,079 
approved hospitals, the report shows. 
The specialties for which there are 
the greatest number of approved pro- 
grams are: Surgery, 600; internal 
medicine, 528; pathology, 417; radi- 
ology, 375, and obstetrics and gyne- 
cology, 374. 

The report was prepared by Drs. 
Edward H. Leveroos, William R. Al- 
bus, William W. Corbett, and Wil- 
liam W. Southard, all of Chicago. 
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Safety measures in oxygen therapy 


PART ONE 


XYGEN want is today one of 
the greatest hazards to a wide 
variety of hospitalized patients. In- 
cipient oxygen want must be recog- 
nized and oxygen therapy started 
promptly if best results are to be ob- 
tained. Knowledge of the proper ad- 
ministration of oxygen therapy, as 
well as adequate and efficient appara- 
tus for its use, must be available in 
the hospital 24 hours a day for prompt 
care of needy patients. Providing 
oxygen therapy must be carried out at 
a consistently high level. Poor treat- 
ment can be worse than no treatment 
because it not only leads to dissatisfac- 
tion in the attending staff but also in- 
creases the hazards to the life of the 
patient by giving false security. 
Joseph Priestley of England, in 
1771, was the first to isolate oxygen 
in its pure form. The same year Carl 
Wilhelm Scheele of Sweden independ- 
ently discovered oxygen. Antoine La- 
voisier, the brilliant French scientist, 
between 1774 and 1785 laid down the 
fundamental principles of breathing 
and demonstrated the importance of 
oxygen in sustaining life. For years 
oxygen therapy was used for emer- 
gency measures only. Modern oxygen 
therapy as employed in the treatment 
of disease dates from the investiga- 
tions of Haldane in England and 
Meltzer in the U. S. in 1917. Haldane 
used oxygen successfully in the treat- 
ment of war gas poisoning, while 
Meltzer found it valuable in the treat- 
ment of patients with pneumonia. 
Certain fundamental principles have 
been established for the safe adminis- 
tration of oxygen therapy. Some of 
these principles will be reviewed, and 
inherent dangers discussed, so that es- 
sential safety measures will be under- 
stood and observed. 
In dealing with emergencies which 





This paper on “Safety Measures in Oxy- 
= Therapy” was presented May 2, 1950 
efore a Conference of Inhalation era- 
pists at the Tri-State Hospital Assembly, 
Palmer House, Chicago, Il. 
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are often associated with the need for 
prompt oxygen therapy, speed is es- 
sential. An individual who thoroughly 
understands the situation and is 
wholly in command will expedite the 
procedure. Oxygen technicians are in- 
adequate unless they have received a 
generous amount of training, have de- 
veloped good technical ability and 
have certain definite qualities of 
character. They must be dependable, 
sincere, alert, and exercise flexibility 
and good judgment in meeting emer- 
gencies. They should hold the respect 
of all with whom they come in contact. 

Around patients a calm and reassur- 
ing manner on the part of the oxygen 
technician, doctor and nurse is very 
important. Noise and confusion make 
patients restless and their condition 
will become worse. A patient in a res- 
pirator may become excited, start 
struggling and become fatigued and 
may even need a tracheotomy, which 
could have been avoided if a calm and 
efficient atmosphere had been pro- 
vided. 

Oxygen therapy is of no value to a 
patient with oxygen want unless the 
concentration of oxygen in the alveoli 
of that patient’s lungs is sufficient to 
restore a greater supply of oxygen to 
his tissues. Proper equipment and as- 
surance that a sufficiently high con- 
centration of oxygen is actually pres- 
ent in the patient’s lungs must be 
provided. A check should be made 
every hour, by a responsible individu- 
al, of all equipment in use. 

Apparatus should be of a type ac- 
cepted by the Council on Physical 
Therapy of the American Medical As- 
sociation. Poor equipment is not only 
uneconomical but also dangerous. Ap- 
paratus must be available in a larger 
assortment than in the past since for 
certain conditions only special equip- 
ment will be effective. 

All cylinders containing compressed 
gases used for medicinal purposes, 
whether these gases be flammable or 
not, should comply with the regula- 


By H. M. LIVINGSTONE, M.D. 


From the Department of Surgery (Anes- 
thesia) of the University of Chicago 


tions of the U.S. Interstate Commerce 
Commission with respect to construc- 
tion, testing and fittings. These regu- 
lations specify that oxygen cylinders 
must always be marked with a green 
label, be kept cool and stored in a 
place that can be ventilated. Any cyl- 
inder containing gas must be securely 
lashed or braced to prevent shifting. 
Every industrial oxygen cylinder 
should be marked “U.S.P.” 

Cylinders must be _ thoroughly 
cleaned inside, so that no traces of 
other gases or harmful impurities re- 
main, before they are refilled with 
oxygen. Purchases should be made 
only under a written guarantee that 
oxygen safe for human consumption 
is being furnished. There is only one 
kind of oxygen: industrial oxygen. Ac- 
ceptable oxygen is 99.5 per cent pure 
and free from any injurious products. 
Cylinders should be cleaned and 
painted on the outside. 

The National Fire Protection As- 
sociation and the National Board of 
Fire Underwriters in 1949 published 
specific recommendations regarding 
gases used in oxygen therapy. They 
state that “separate rooms shall be 
provided for fla nmable gases and 
oxidizing gases such as nitrous oxide 
or oxygen. Storage rooms shall be ven- 
tilated to the exterior of the building, 
and the electrical installation shall be 
an ungrounded electrical distribution 
system, completely explosion-proof. 
More than ordinary care is vitally 
necessary in the use and maintenance 
of all electrical systems and equip- 
ment in cylinder storage locations. 
Provision shall be made for racks or 
fastenings to protect cylinders from 
accidental damage or dislocation. All 
cylinders containing compressed gases 
should be clearly marked with the 
name of the gas contained therein. 
The specific color markings on the 
small cylinders are to be applied to 
the shoulders of the cylinders so as to 
be clearly visible from above.” » 

The U.S. Department of Commerce 
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and the Division of Simplified Prac- 
tices of the National Bureau of Stand- 
ards has recommended specific color 
markings for the shoulders of cylinders 
approximately 414 inches in diameter 
by 26 inches long or smaller which 
contain gases used in oxygen therapy 
(Table I). These specifications are 
necessary so that these cylinders will 
not be confused with other gas cylin- 
ders. 





TABLE | 
Color Markings for Cylinders 
CSU ST ASE SS oe eae ee re i aa Green 
aTDOR GIOKIGE. 65 55. sao. hes cc bs Gray 
1 3 6 USS Re ne Brown 
Carbon dioxide and - 
eS Sf 2) | Ra Gray and Green 


Helium and oxygen .. Brown and Green 





It should be emphasized that too 
much reliance should not be placed on 
the color alone. The user must care- 
fully read the labels and other mark- 
ings on each cylinder before putting 
it to use. Covers should never be put 
over cylinders when they are in use 
as such practice may lead to a fatality 
through the use of the wrong gas. 

Cylinders should be kept capped or 
sealed until needed, so that no dust, 
oil, grease or other dangerous ma- 
terial will get into the valve outlet. 
Signs should be posted over stored 
cylinders in order to distinguish full, 
partly full and empty cylinders. 


Fire and Explosion Hazards 


IRES or explosions involving 

gases used in oxygen therapy 
have been reported in the medical 
literature (1). Many more such in- 
stances have occurred than were re- 
ported. Table II summarizes the cases 
collected by one author. High pres- 
sure explosions and fires may be due 
to the sudden release of a highly com- 
pressed gas into portions of apparatus 
inadequately protected against the 
high pressure wave. This table em- 
phasizes that the responsibility for 
the strict avoidance of any source of 
ignition should be repeatedly im- 
pressed upon those supervising the 
patient under oxygen therapy. 

The necessary factors for an explo- 
sion or fire are a combustible material, 
an ignition source and an oxygen sup- 
ply. In addition to these three factors, 
often a lack of common sense is pres- 
ent. We must be constantly cognizant 
of the fact that oxygen always accel- 
erates the rate of propagation of a 





Explosions from Pressure 





Agent 
Oxygen 


Carbogen 
Oxygen over oil or leather washer 


Fires in Oxygen Therapy Equipment 





Oxygen plus flame 


TABLE II 





No. of Cases Results 


5 patient killed 
patient injured 
anesthetist injured 
bystander injured 
anesthetist injured 


injuries 


ee 


bdo 


5 Serious or fatal 
injuries in each. 





flame, and that the entrance of a flame 
into the lungs is disastrous. 

Oxygen is not combustible but is a 
violent supporter of combustion, so 
that materials which burn slowly in 
air flare up and are consumed with 
great rapidity in an atmosphere rich 
in oxygen. Therefore, it is extremely 
important to prohibit all sources of 
ignition such as sparks, open flames 
and any electrical device including 
call bells, electric heating pads, and 
other electric equipment in the vicinity 
of oxygen. Combustible liquids, oil, 
grease and other flammable materials 
must be kept away from oxygen in 
storage or in use. Rigid care must 
always be exercised to prevent sparks 
near oxygen. Static sparks, one of the 
worst offenders, are developed by 
friction. Patients must not be rubbed 
with oil, alcohol or other readily 
ignitable substance while they are in 
oxygen tents. Tents must be tempo- 
rarily removed if the making of a port- 
able x-ray is necessary. Conspicuous 
signs which should read, “No flames. 
No sparks. Danger!” are a necessity 
in the vicinity of oxygen whether in 
storage or in use. 

In addition to the warning signs and 
verbal cautioning when oxygen 
therapy is being employed, the pa- 
tients should be searched and watched 
to make certain that they have no 
matches, cigarettes, or other flam- 
mable materials on their persons, and 
that none have been supplied to them 
by visitors or other sources. Visitors 
must also be warned to observe these 
safety regulations. 

Handling a gas under 2000 lb. pres- 
sure to the square inch, which is the 
pressure at which oxygen is com- 
pressed in cylinders, is a hazardous 
procedure if not carefully conducted. 
The pressure in a full small cylinder 
is just as high as in a large cylinder. 
All of these cylinders must be kept 
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away from radiators, hot piping, etc. 
which will cause the gas to expand 
with possibly disastrous results. Cyl- 
inders not firmly secured in place may 
be bumped into and knocked over, 
thus breaking the valve and releasing 
this tremendous pressure, causing a 
major catastrophe. Large cylinders 
must be transported on special trucks. 

Transferring oxygen from a large 
cylinder to a small cylinder is asso- 
ciated with definite hazards. After 
filling one or two small cylinders from 
the large cylinder, one works with a 
reduced pressure which gives incom- 
plete filling of the remaining small 
cylinders. Considerable oxygen is lost 
in this transfer. Small cylinders must 
be purchased by those who undertake 
transfilling. This is the legal require- 
ment, so made for safety reasons and 
to fix responsibility in case of an ac- 
cident, such as an explosion or filling 
with the wrong gas. 

All oxygen gauges should be labeled 
“Danger! Do not oil.” Hands should 
be washed with soap and water after 
handling vaseline or other oily ma- 
terials, before touching oxygen gauges, 
reducing valves, etc. 

For the windows of tents, respira- 
tors and other types of oxygen therapy 
equipment, only cellulose acetate or 
other noninflammable material may 
be used. Cellulose nitrate or celluloid 
should never be used because they 
are extremely flammable and form 
dangerous fumes. 

All electrical equipment ought to 
be fitted with three wires. The third 
wire should be grounded so that if a 
short circuit develops in the piece of 
apparatus, the increased flow of cur- 
rent will immediately blow the fuse. 
[This article will continue in an early 
issue with the “Care of Oxygen Equip- 
ment.” Other chapters and the bibli- 
ography will appear in succeeding is- 
sues.| 
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5——Gardener fails to arrive even 
two days after expected so Tom Kip- 
per, who polishes our front door, and 
I go to work with the pots of salvia, 
petunias, cannas, geraniums, and red 
foliage delivered for our front flower 
beds. I arrange them in a design for 
planting and give Tom a demonstra- 
tion with a white geranium. (Member 
of the .Ladies Aid spots me and the 
story starts around.) Tom kneels and 
digs. Passing visitor steps over to 
show us how to remove flowers from 
pots easily, after watching our unpro- 
fessional method. Tom says, “Gee, it 
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works, too.” Dr. Crow stops to ob- 
serve us. I request and receive some 
advice. We are planting the salvia too 
close together. 

7—Harry comes up from the boiler 
room and resentfully reports that a 
stray dog has excavated one canna 
and mauled two geraniums, which he 
(Harry) has replanted. 

9——Gardener, Mr. Triebel, arrives 
to give us a day’s work and transplants 
iris across the street to beautify front 
of nurses’ home. He cultivates soil in 
Kipper-Krauss flower beds; reports to 
Bill that he has replanted a few flowers 
which I had planted too shallow. 
Flowers disregard all this and thrive. 

13——-We move medical records out 
of non-fireproof center wing into fire- 
resistant south wing, sell one old dress- 
er for $2.00, chop up another, build 
new shelves, plaster, rewire, find we 
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have too many records for new room. 
So we keep only 20 years of records. 

21—Employe doesn’t want to make 
contribution to hospital building 
fund through payroll deduction for 
fear it will place her in a higher income 
tax bracket. 

23—Administrator friend in West- 
ern state writes he has been offered 
the job at X Hospital. When he was 
approached he suggested a salary in- 
crease 50 per cent above his current 
figure, thinking to end the matter. To 
his surprise it didn’t scare them. Now 
he is in a quandary: can’t think of a 
reasonable excuse for quitting, nor of 
any reason for not making the change. 
Did I have any fatherly advice? 

“Dear George: 

“T hesitate to offer any advice be- 
cause of its scant value, and I’m not 
sure that I would want to follow it 
myself. However, here is a guaranteed 
formula which I painstakingly worked 
out in the last three minutes: 

“1. Decide whether you want to 
stay put indefinitely. If yes, read no 
further. 

“2. Is the position good enough, or 
do you want to wait for a better one? 
If it’s wait, wait here. Tear off the 
rest of this page. Burn it without 
reading. 

“3. Are you going to let mere 

money influence your decision? If yes, 
go to No. 4. 

“4. Unwillingness to make changes 
is a sign of advancing age. Consult 
mirror. If not disillusioned, read No. 5. 

“5. Do you want to see your name 
printed in “Who’s Who in Hospitals?” 
If yes, read on, but retiring, dying, or 
getting fired can accomplish same. 

“6, Ask your wife and adroitly steer 
her thinking in direction of probable 
decision which is now in back of your 





mind. Do this whether you read any 
of this or not. 

“7. Consult those friends who will 
agree with the decision you want to 
make. If they do not, consult others. 
Go to No. 8. 

“8. Do you like administrative 
problems enough to leave a hospital 
organization which you have ‘built up’ 
to run reasonably smoothly (except 
perhaps for personnel problems, x-ray, 
the laundry, collections, surgery, and 
the budget), and go to a new place to 
start over and build it around your 
ideas again? If no, go back to No. 1. 
Why are you in this business anyway? 

“9. Don’t let the section of the 
country influence you; go to the part 
of the country that you would like to 
go to. Read No. 10. 

“10. Don’t follow any advice given 
to you by anyone!” 


29—Board President Glenn Cray 
and esteemed member Oscar Biklen 
and I went to the Court House for a 
meeting with the three County Super- 
visors and the Welfare Director about 
the low rate paid the hospital for the 
care of County indigents. There was 
much talk. The Welfare Director be- 
gan to read from a four-page prepared 
statement which prattled of vendor- 





vendee relationships. Our side of the 
room tried to explain what makes hos- 
pital care expensive. Finally our legal 
talent suggested that we forget “all 
this hot air” and get down to business. 
We accepted a ten per cent increase 
over the current average payment as 
a flat daily rate per authorized county 
patient. This agreement was in- 
fluenced by the statute limitations on 
taxation for indigent care. 


30— Building fund-raising cam- 
paign ends with a big report dinner. 
Passing a goal of $435,000, more 
than $513,000 is pledged. Eighty-nine 
hospital employes (exclusive of nurses, 
who had their own campaign division) 
pledge $2,075 towards a goal of $950, 
which makes administrator feel good. 
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News of Hospital Plans = 








By Virginia M. Liebeler 





If Blue Cross is to survive 
here is what must be done 


Several civic leaders—Harold E. 
Stassen, Louis H. Pink, Sen. Herbert 
H. Lehman, and E. A. van Steenwyk 
—have spoken at various hospital as- 
sociation and hospital service associa- 
tion meetings during the past few 
weeks and all have arrived, in essence, 
at the same conclusions: 

1. that the Blue Cross and Blue 
Shield Plans have done an outstand- 
ingly good job but must do an even 
better one 

2. that doctors must give more ac- 
tive support to the spreading of the 
plans 

3. that hospitals and doctors must 
iron out between themselves their 
differences of opinion in respect to 
furnishing certain services 

4. that the government might well 
implement or supplement the services 
of the Plans but not substitute for 
them. 

Typical of public sentiment are the 
thoughts expressed in van Steenwyk’s 
address, “The Consumer’s Interest,” 
at the Catholic Hospital Association 
meeting on June 15. 

As Mr. van Steenwyk points out, 
paying hospital bills was no problem 
fifty years ago; few cared to go to 
the hospital. Today such service is 
eagerly sought. Among the services 
available are x-ray, pathology, and 
anesthesia—three services which have 
been provided by the hospitals for 
years; three services causing problems 
today. 

The citizens who have joined the 
Blue Cross Plans have, by and large, 
had these services paid for them by 
the Plans and have come to expect 
such payment. The Plan members, 
who have joined the Blue Cross and 
Blue Shield in increasingly large num- 
bers have paid, and are willing to pay, 
fair insurance premiums for over-all 
medical and hospital service. But, as 
van Steenwyk makes clear, the con- 


sumer thinks of his illness as a single 
disaster and does not want to be con- 
cerned with a long list of fees or with 
the financial arrangements between 
hospitals and doctors. 

“The hospital or doctor may object 
that such pooling of health service 
expense is impossible . . . but such 
comments leave the consumer unim- 
pressed,” Mr. van Steenwyk states. 

The radiologist, pathologist and 
medical anesthesiologist, and perhaps 
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other specialists, feel that the hospitals 
are taking over some of their duties 
(and fees); conversely, the hospitals 
feel that they have furnished these 
services for years and must continue to 
do so. With these arguments the con- 
sumer is unconcerned. He is willing 
to pay his premiums; he wants health 
care; he is opposed to the fragmenta- 
tion of his medical bill. 

And while the controversy goes on, 
proponents of Federal compulsory 
care declare that they can give the 
consumer what he wants; that not 
only the consumers but the hospitals 
and doctors, too, will be well satisfied 
with their plan. 

Says Mr. van Steenwyk: “The con- 
sumer listening to the debate between 
hospitals and doctors, between some 
doctors and other doctors, between 
voluntary insurance plans on one hand 
and either hospitals or doctors on 
the other, may be pardoned if be- 
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cause of indifference or lack of under- 
standing he pronounces “a plague on 
both your houses” and checks the 
problem to the government. 

A price must be paid by the hospi- 
tals and doctors for the “new money” 
the Plan subscribers make available 
to them. “The price is that hospitals 
or doctors of the same standing can- 
not charge the insurance fund widely 
different rates for the same service.” 
Some Plans pay hospitals on an “as 
billed” basis, paying each hospital 
whatever it charges for all services 
including those disputed by the medi- 
cal specialists in these areas, despite 
the wide variations in charges for the 
same service among hospitals; some 
pay hospitals in a “cost of service” 
basis, under which each hospital re- 
ceives different amounts in accordance 
with a “cost” formula; some pay on 
a “negotiated rate” basis. j 

“Ts there equity to the rest of th 
hospitals if the Plan pays the hospi- 
tal with the highest charges the high- 
est amount? Might a hospital giving 
better service or the same service to 
the consumer not be charging less 
and therefore suffering a foolish dis- 
advantage?” asks van Steenwyk... . 
“May it not be true that the hospital 
with the highest cost needs new man- 
agement or even the opportunity to 
decently expire, rather than more 
money? The drain created by high 
cost hospitals in such Plans may well 
become so great as to place in jeop- 
ardy the entire effort to obtain ‘new 
money’ under voluntary auspices.” 

Mounting payments to the hospi- 
tals with their attendant drains on 
the Plans’ reserves necessitate in- 
creased charges to the subscribers, 
create the possibility of diminishing 
benefits and increased subscription 
rates .. . and less “new money” for 
the hospitals and doctors. “The spec- 
tre of empty hospital beds, high per- 
centages of free patients, depressed 
hospitals and doctors haunts medical 
economics.” 

The subscriber, van Steenwyk 
stresses, expects fair treatment from 
the hospitals and doctors, and he will 
rebel “if the Blue Cross as trustee of 
his money pays one hospital $1 for 
an item of service and then casually 
pays another $10 or even $20 for the 
same item of service . . . Also, if the 
consumer does not get through volun- 
tary insurance a sound program in 
which he has confidence, it is clear 
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that he is ready to try compulsory 
insurance.” 

The hospitals must be willing to 
make some concessions to keep this 
“new money.” Similarly medical spe- 
cialists must be ready to make con- 
cessions despite the cost that their 
medical education and capital invest- 
ment has been to them. The consum- 
er is indifferent to the specialists’ 
claims that the hospitals are trying to 
take over the practice of medicine 
when they furnish x-ray service, 
pathology and anesthesia, and to the 
hospitals’ claims that they made a 
large capital investment to install 
these services and can’t afford not to 
furnish them. Such items, according 
to the Philadelphia Plan interpreta- 
tion, are “medical services incident to 
hospitalization.” 


; The consumer, buying health care 
insurance, buys (he hopes) under one 
set of rules in which he expects that 
the same service will be paid for at 
the same rate to doctors or institutions 
of the same standing. Hospitals and 
doctors must work out this problem, 
thinking in the “broadest terms of 
what is a fair rate per day or per case 
or per item of service in their com- 
munity. 

“..-No one other than doctors and 
hospitals can properly accept the 
responsibility for making reasonable 
division of insurance money between 
them... Blue Cross and Blue Shield 
are not involved...” 

To appreciate the value of insur- 
ance money to hospitals, Mr. van 
Steenwyk suggests a look at the fi- 
nancial picture of the hospitals twenty 
years ago; hospital supply men re- 
member the hospital credit problems 
of those days. He concludes that 
it is fair to assume that the medical 
services discussed will probably re- 
main an integral part of most hospi- 
tals because of the convenience to 
the consumer and the medical staffs 
(and in some instances because of the 
capital requirements of the specialty). 
He says that the doctors providing 
such services should be satisfied with 
the distribution of funds derived from 
insurance. This might mean a pro 
rata distribution between hospital and 
doctor on an appropriately weighted 
basis, or salary or commission ar- 
rangements fair to both. The prob- 
lem is a difficult one, van Steenwyk 
admits, but it is “as nothing com- 
pared with many of the problems 
which have had to be faced by them 
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during the past fifty years. They are 
as nothing compared to the merchan- 
dising and administrative problems 
which have had to be faced by volun- 
tary, profit insurance Plans.” 

Today 61 million subscribers are 
protected by insurance for health 
care, 36 million through the Blue 
Cross; many more subscribers and 
much more money will be available, 
van Steenwyk says, when the con- 
sumer knows that the hospitals, doc- 
tors and insurance plans are working 
together in his interest. 


Here and There 


Harold E. Stassen, president of the 
University of Pennsylvania and for- 
mer governor of Minnesota, was the 
500,000th member to join Pennsyl- 
vania’s Blue Shield plan. He en- 
rolled with 500 other members of 
the University staff during a recent 
campaign. Stassen was governor of 
Minnesota when the Minnesota State 
Legislature passed the enabling act 
authorizing the existence of non- 
profit hospital service organizations. 

More than 14,000,000 persons are en- 
rolled in the 78 non-profit medical 
care plans in the U. S. and Canada. 
New York’s UMS has 1,547,672 en- 


rolled; Michigan Medical Service 
1,502,958. The Illinois Blue Shield 
increased its membership 630 per 
cent in 1949; Delaware’s Plan has 
50 per cent of the state enrolled. 

Kansas City’s Blue Cross enrolled 17,- 
712 members during an 18-day non- 
group enrollment campaign covering 
a five-county area. 

Minnesota Hospital Service received 
10,632 applications during a 21-day 
non-group enrollment period cover- 
ing the state. 

Nebraska reports that approximately 
10,293 persons joined the Blue Cross 
and Blue Shield during their special 
non-group drive. 

Nearly 900,000 steelworkers of the 
United States Steel Corporation, 
Bethlehem Steel, Jones & Laughlin, 
Sharon Steel Corporation and several 
other smaller steel concerns had Blue 
Cross protection made available to 
them recently under an agreement 
concluded by the steel firms and 
Blue Cross Plans. Abraham Oseroff 
of Pittsburgh and van Steenwyk of 
Philadelphia helped coordinate the 
plans. 

The North Carolina Plan recently en- 
rolled all the employees of Liggett 
& Myers Tobacco Company accord- 
ing to E. M. Herndon, vice presi- 
dent of the Plan. Family members 
are also covered. 


Add 125 beds to lowa hospital 
in $2,500,000 construction 


HE bed capacity of St. Luke’s 

Methodist Hospital, Cedar 
Rapids, Ia., will be increased from 200 
to 325 when the $2,500,000 building 
project begun May 1 is completed 
early in 1952. 

Louis B. Blair, superintendent, re- 
ports that “The project is financed 
by approximately $600,000 previous- 
ly made available by gifts and be- 
quests, the successful fund-raising 
campaign in 1948 which produced 
$1,072,000 and a Federal grant esti- 
mated at $817,600.” He describes the 
new building as follows: 

Mechanical space, store room, 
laundry, repair shops and _ locker 
space will occupy the basement of the 
new structure. The lobby, adminis- 
trative offices, kitchens, and person- 
nel dining, emergency suite, medical 
staff, medical record and library will 
occupy the first floor space in the new 
building, with complete x-ray and 
laboratory facilities next to them in 
the altered first floor of an existing 
building. 

The second floor of the new struc- 
ture will provide six air-conditioned 
operating rooms, a recovery room, 





Frank C. Waples, chairman of the build- 

ing committee of St. Luke’s Methodist 

Hospital, Cedar Rapids, Ia., operating the 

drag line at the May 1 ground breaking 

ceremony, beginning the $2,500,000 con- 
struction project 


central supply, pharmacy and a lec- 
ture room. The second-floor of the 
existing structure will be altered so as. 
to provide a psychiatric unit of 20 
beds. 

The third, fourth and fifth floors 
of the new and old structures will be 
“typical,” each with 51 beds. 
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News from Washington 





War threats overshadow measures 
in Congress concerning hospitals 


S if the country (and all of the 
people interested, as hospital 
people are in so many respects, in 
pending legislation) had not waited 
patiently enough, there arose sudden- 
ly in the latter part of June the grim 
fact of actual war, with all its impli- 
cations, to push aside in the thoughts 
of Congress and the public alike all 
lesser matters. By the time this ap- 
pears in print it is literally impossible 
to predict what may have happened. 
It is to be hoped that developments 
will have been toward the restoration 
of peace rather than in the direction 
of the much-dreaded World War III. 
Meanwhile, definite progress was 
recorded, before the Korean trouble, 
in the two principal matters in which 
hospital people are directly interested, 
one being the enactment by the Senate 
of the broad expansion of the Social 
Security set-up which has been so long 
under discussion, and the other the 
completion, by the Committee on 
Ways and Means of the House, of 
the new tax bill, with the substantial 
reductions in excise taxes which the 
country has been demanding. 

Agreement by both Houses on the 
Social Security measure is anticipated 
without undue delay, despite the fact 
that there were some major discrep- 
ancies between the House and the 
Senate versions, notably in the rise in 
the level of income to be taxed to each 
individual from $3,000 to $3,600, in- 
creasing the take by $9. 

On the tax bill, however, there is at 
this writing some prospect of disagree- 
ment, notably on the fact that an ef- 
fort was made in the bill to counter- 
balance the estimated loss in revenue 
of something over a billion dollars by 
an advance in the corporation income 
tax. If this is whittled down to pro- 
duce a substantial loss in net revenue, 
it has been predicted that the Presi- 
dent would veto the bill. So, much re- 
mains to be seen on this measure, in- 
cluding of course action by the Senate. 

Hospitals are substantially in- 
terested, with the rest of the public, 
in the reductions in excise taxes, which 
have been imposed upon goods and 


services to the voluntary hospitals in 
spite of the fact that all governmental 
hospitals were exempted. A long list 
of electric and gas appliances, now 
taxed 10%, is to be exempt from ex- 
cise taxes if the bill as proposed is 
finally adopted, including such items 
as heating pads and blankets, fans not 
of the household or office type, hand 
irons, electric air space heaters, and 
toasters. The 10% tax on business and 
store machines, many of which are 
used in hospital accounting depart- 
ments, is to be halved; taxes on baby 
oils and lotions are to be removed en- 
tirely, and so on. A detailed list will 
be published when final action has 
been taken. 

It is significant that simultaneously 
with the passage of the Social Security 
amendments, the Senate received and 
seemed certain to adopt a resolution 
sponsored by Senators George and 
Millikin calling for further study and 
investigation of the system with a view 
to improving it to the point where it 
would be sound as well as adequate. 
The resolution called for study of the 
proposed pay-as-you-go universal- 
coverage system offered to replace the 
present system, and a careful check 
upon the best means of financing the 
system, as well as other bitterly-de- 
bated criticisms of the whole idea of 
pensions to the aged. 

It was a matter of some surprise 
that the House Expenditures Com- 
mittee approved the presidential 
recommendation for the establishment 
of a new Department of Health, Edu- 
cation and Security, with cabinet sta- 
tus, since there had been general con- 
demnation of the idea, with some 
specific criticism of the fact that the 
first holder of the new cabinet post 
would in all probability be the present 
Federal Security Administrator. For- 
mal opposition to the plan was re- 
corded, for example, by representa- 
tives of the American Medical Asso- 
ciation and the American Dental As- 
sociation, with objection particularly 
to the inclusion of health in the new 
department. 

In the light of this situation, it was 
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in some fashion encouraging to note 
the declaration of Oscar Ewing in an 
address at Beth-El Hospital, in New 
York, to the effect that he is opposed 
to the “complete socialization” of 
medical care, as destructive of “de- 
mocracy.” Mr. Ewing said that “I am 
against any system whereby all doctors 
work for the Government and must 
treat the patients that the Government 
sends them,” as well as “any system 
whereby all patients—meaning the 
public—-get their medical and hospital 
care paid for out of general taxes, and 
must accept the treatment of the doc- 
tor that the Government assigns to 
them.” 

Construction—The monthly status re- 
port of the Division of Hospital Facil- 
ities of the U.S.P.H.S. as of May 31 
showed a total of all projects amount- 
ing to 1,340, with a total estimated cost 
of , $919,652,112, a Federal share of 
$327,507,808, and a total of 64,483 hos- 
pital beds and 247 health centers. It 
was emphasized that final approval of 
Federal funds from the allotment for 
the fiscal years 1951 and 1952 is de- 
ferred pending availability of the allot- 
ment, which in turn depends upon the 
appropriation as finally adopted. 

VA Dental Head — Dr. Jerome J. 
Hiniker has been appointed chief of 
the professional service division of the 
VA Dental Service, succeeding Dr. 
William D. Lanier, who retired on May 
31 after 33 years of government service. 
Dr. Hiniker has been acting chief of 
the professional service division. He 
received his dental degree at the Uni- 
versity of Minnesota in 1934. 


More beds available 


with outpatient clinic 


EW quarters for the pediatric 

outpatient clinic at Bellevue 
Hospital, famous unit in the New 
York City municipal hospital system, 
were formally opened on June 26 by 
Mayor William O’Dwyer, who em- 
phasized the view frequently voiced 
by Dr. Marcus D. Kogel, commis- 
sioner of hospitals, that expansion and 
modernization of outpatient facili- 
ties will go far toward relieving hos- 
pital crowding and making better 
medical services available to more 
people. 

Mayor O’Dwyer said that 25 to 40 
per cent of the beds in city hospitals 
can be saved for patients who need 
them if adequate outpatient facilities 
are provided for those who can be 
handled in the clinics. 

The new pediatric clinic is located 
on the sixth floor of the outpatient 
department building at Bellevue. 
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The Hospital Calendar — 





List Your Meetings 

As soon as the dates for the 
next succeeding meeting of an 
organization have been deter- 
mined an official should forward 
those dates at once to Editor, 
Hospital Management, 200 E. 
Illinois St., Chicago 11, IIL. to in- 
sure their appearance in this 
calendar. 











July 16-21 
‘American Association of Hospital 
Accountants Clinic & Workshop, 
Indiana University, Bloomington, 
Ind. Institute registrar, John M. 
Stagl, business manager, Passavant 
Memorial Hospital, 303 E. Superior 
St., Chicago 11, Ill. 

July 21-22-23-24-25-26-27-28 
Institute of Hospital Administrators 
Summer School, High Leigh, Hod- 
desdon, Herts, England. Application 
should be made to Director of Edu- 
cation, The Institute of Hospital 
Administrators, Tavistock House 
North, Tavistock Square, London, 
W.C.1, England. 

July 22 
South Carolina Hospital Association, 
Ocean Forest Hotel, Myrtle Beach, 
ae ee 

July 31—Aug. 1-2-3-4 
*Purchasing Institute, Stanford Uni- 
versity, Palo Alto, Calif. 

Aug. 28-29-30-31—Sept. 1 
*Medical Records Institute, Universi- 
ty of Chicago, Chicago. 

Aug. 28-29-30-31—Sept. 1 
American Congress of Physical 
Medicine, Hotel Statler, Boston. 

Sept. 3-4-5-6-7-8-9-10-11-12 
International Hospital Federation 
study tour to hospitals in Sweden. 
Secretary and treasurer, Capt. J. E. 
Stone, King Edward’s Hospital Fund 
for London, 10, Old Jewry, London, 
E.C.2, England. 

Sept. 5-6-7-8-9-10-11-12-13-14-15 
Institute for Hospital Administra- 
tors, International House, University 
of Chicago, Chicago, III. 

Sept. 6-7-8 
Biological Photographic Association, 
Hotel Sheraton, Chicago, Ill. Conven- 
tion chairman, Ralph P. Creer, 535 
N. Dearborn St., Chicago 10, III. 

Sept. 7-8 
Washington State Hospital Associa- 
tion, Davenport Hotel, Spokane, 
Wash. This meeting date was 
changed from May 25-26. Executive 
secretary, Nina Mae Garner, Taco- 
ma General Hospital, Tacoma 3, 
Wash. 

Sept. 17-18 
American College of Hospital Ad- 
ministrators, Hotel Traymore, At- 
lantic City, N. J. 
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Sept. 18-19-20-21 
American Association of Nurse Anes- 
thetists, Ritz-Carlton Hotel, Atlantic 
City, N. J. 


Sept. 18-19-20-21 
*American Hospital Association, Ho- 
tel Traymore, Atlantic City, N. J. 


Sept. 18 
Executive committee, Tri-State Hos- 
pital Assembly, noon luncheon, Hotel 
Dennis, Atlantic City, N. J. 


Sept. 19 
Officers and trustees, American Prot- 
estant Hospital Association, noon 
luncheon at Hotel Dennis, Atlantic 
City, N. J. 


Sept. 19 
Alumni Reunion Dinner, University 
Hospitals Executives Council. Place 
and time to be determined later. At- 
lantic City, N. J. 


Sept. 20 
Indiana Hospital Association break- 
fast, 8 a.m., Hotel Dennis, Atlantic 
City, N. J. 


Oct. 7-8-9 
Eleventh Annual Convention, Na- 
tional Association of Institutional 
Laundry Managers, Boston, Mass. 


Oct. 9-10-11-12-13 

*Institute on Hospital Dietetics, 
Wardman-Park Hotel, Washington, 
DG, 

Oct. 9-10-11 

National Association of Clinic Man- 
agers, Greenbrier Hotel, White 
Sulphur Springs, W. Va. 

Oct. 11-12-13 
Institute on Admission and Collec- 
tion, sponsored by Michigan Hospi- 
tal Association and Michigan State 
College, at East Lansing, Mich. 

Oct. 12-13-14 
American Association of Blood 
Banks, Stevens Hotel, Chicago. 

Oct. 16-17-18-19 
Mental Hospital Institute, St. Louis 
University Auditorium, St. Louis, 
Mo. Advance registration with Di- 
rector, American Psychiatric Asso- 
ciation, 1624 Eye Street, N. W., 
Washington 6, D. C. Attendance fee, 
$50. 

Oct. 16-17-18-19-20 
National Safety Congress and Expo- 
sition, Stevens, Congress and Mor- 
rison Hotels, Chicago, Ill. General 
secretary, R. L. Forney, National 
Safety Council, 425 N. Michigan 
Ave., Chicago 11, IIl. 

Oct. 16-17-18-19-20 
World Medical Association, Hotel 
Roosevelt, New York, N. Y. Secre- 
tary General, Louis H. Bauer, M.D., 
World Medical Association, 2 East 
103rd Street, New York 29, N. Y. A 
scientific program is planned Oct. 18 
and medical editors will meet Oct. 
21-22. 


Oct. 23-24-25-26-27 
American Association of Medical 
Record Librarians, Somerset Hotel, 
Boston. 


Oct. 23-24-25-26-27 
Thirty-sixth Clinical Congress of the 
American College of Surgeons, Me- 
chanics Hall, Boston, Mass. 


Oct.23—Nov. 3 
*Personnel Institute, 
versity, Ithaca, N. Y. 


Oct. 26-27-28 
National Society for Crippled Chil- 
dren and Adults, Stevens Hotel, Chi- 
cago, IIl. 


Oct. 30-31 
Maryland-District of Columbia-Dela- 
ware Hospital Association, Lord Bal- 
timore Hotel, Baltimore, Md. 


Oct. 30-31—Nov. 1 
Ontario Hospital Association, Royal 
York Hotel, Toronto, Ont. 


Nov. 9-10 
Kansas Hospital Association, Allis 
Hotel, Wichita, Kans. Executive sec- 
retary, Chas. S. Billings, The Kansas 
Hospital Association, Inc., 603 
Topeka Ave., Topeka, Kans. 


Nov. 12-13-14 
Michigan Hospital Association, Stat- 
ler Hotel, Detroit, Mich. 


Nov. 16-17 
Nebraska Hospital Association, Corn- 
husker Hotel, Lincoln, Neb. 


Nov. 27-28-29-30—Dec. 1 
*Housekeeping Institute, Edgewater 
Beach Hotel, Chicago. 

Nov. 29-30—Dec. 1 
Illinois Hospital Association, Hotel 
Abraham Lincoln, Springfield, Ill. 
Executive secretary, Florence S. 
Hyde, 3422 West Adams Street, Chi- 
cago 24, Iil. ' 

Dec. 4-5-6-7-8 
*Dietetics Institute, Stevens Hotel, 
Chicago. 

Dec. 4-5-6-7-8 
*Planning Institute, Edgewater 
Beach Hotel, Chicago. 

Dec. 6-7-8 
Institute on Hospital Accounting, 
sponsored by Michigan Hospital As- 
sociation and Michigan State Col- 
lege, at East Lansing, Mich. 


Dec. 13-14-15-16 
Fellows’ Seminar, American College 
of Hospital Aministrators, Universi- 
ty of Chicago, Chicago, Ill. 


1951 


Feb. 28-March 1 
Association of Methodist Hospitals, 
Hotel Congress, Chicago, IIl. 

Feb. 28—March 1 
Association of Episcopal Hospitals, 
Hotel Congress, Chicago, IIl. 

Feb. 28—March 1 
South-wide Baptist Hospital Associ- 
ation, Hotel Congress, Chicago, IIl. 


Cornell Uni- 


*For further information write American 


Hospital Association, 18 East Division 


Street, Chicago 10, Il. 
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EWS from the A.M.A. conven- 
tion at San Francisco that the 
board of, trustees had approved a 
$1,100,000 newspaper and radio ad- 
vertising campaign designed to sell 
the entire country on voluntary ver- 
sus compulsory health insurance was 
certainly heartening to the hospital 
field. This added proof that the great 
organization of American physicians 
is determined to leave nothing un- 
done in its fight against the Federal 
proposals was not unexpected, but it 
was nonetheless welcome to all who 
with good reason fear the results of 
continued governmental encroach- 
ment on individual choice, in the field 
of health care as well as elsewhere. 
Among these virtually all hospital 
people undoubtedly should be 
counted. 

The A.M.A. plan contemplates an 
intensified campaign in the week of 
October §, in which more than 11,000 
newspapers, 300 radio stations and 
30 national magazines will be em- 
ployed to tell the public about the is- 
sues involved. The considered purpose 
of the Association, it is stated, is to 
bring the issue to a vote on the floor 
of Congress as soon as possible, in the 
confident belief that with the exist- 
ing strong sentiment against compul- 
sory measures aided by further educa- 
tion of the public, the Federal plan 
will be so overwhelmingly defeated 
that it will not be brought up again. 
Meanwhile the A.M.A. will urge the 
advantages of voluntary methods. 

On this latter point the great suc- 
cess of the Blue Cross Plans as well 
as of other voluntary prepayment ar- 
rangements for hospital care will of 
course be emphasized, as it should, 
and the inference will logically be 
drawn that similar methods, under 
the Blue Shield, will in a reasonable 
time make the prepayment of medical 
care equally popular, equally easy to 
handle and equally extensive. The 
argument is a persuasive one, and 
with the extension of the arrange- 
ments for national coverage for Blue 
Cross and Blue Shield, and full co- 
operation by the medical profession, 
there is no reason why it should not 
prove entirely accurate. The numbers 





As the Editors See It 4 


A.M.A.’s good example 


of ordinary people who have found 
medical bills, in these days of fre- 
quent resort to the family doctor, ex- 
cessively high, and who would wel- 
come an accessible medical-care pre- 
payment plan at charges within their 
ability to pay, are such that the ex- 
pansion of Blue Shield can easily 
equal the remarkable record of Blue 
Cross. If the doctors mean business, 
as they assuredly seem to do, they 
need only make Blue Shield work, 
broadly and efficiently and economi- 
cally. 


One of the biggest advantages 
which all of the voluntary prepay- 
ment methods have is the growing 
recognition by organized labor that 
they are preferable to government in- 
tervention and should be supported. 
Those who were at the Cleveland con- 
vention last year or who read in this 
journal or elsewhere of the tribute 
paid by a well-known labor leader to 
Blue Cross as the “carrier of choice” 
for hospital-care insurance will re- 
call the importance of that incident 
in the discussion of what the volun- 
tary agencies and the doctors will 
need to do to circumvent the Federal 
plan. Nothing in the situation has 
changed since then except that steady 
progress has been made toward ex- 
panding voluntary coverage, with the 
Bethlehem Steel contract as an out- 
standing example of the willingness 
of industry and labor to go along. 

The committee report on which the 
A.M.A. acted at San Francisco in- 
cluded a highly interesting and sig- 
nificant quotation from the journal 
of the United Mine Workers on the 
part which united, active and effec- 
tive campaigning by the doctors, 
druggists, hospital people and others 
in Florida had played in the defeat 
of Senator Claude Pepper, one of the 
most prominent and consistent advo- 
cates of Federal compulsory health 
insurance. According to the commit- 
tee, this comment ran: 


“In forty years of covering politi- 
cal campaigns in the nation and in 
many states your editor has never 
witnessed such effective and quiet 
solicitation of votes as was demon- 
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strated by Florida doctors, druggists, 
dentists, hospital staffs, insurance 
companies and pharmaceutical! repre- 
sentatives, aided and abetted by 
other professional men.” 

That is a compliment which was 
handsomely earned by all of the 
groups referred to, which certainly 
included Blue Cross people, and one 
which should reassure and encourage 
hospital people everywhere who may 
have felt that the power of govern- 
ment is such that sooner or later the 
enactment of some Federal plan is in- 
evitable. On the contrary, the Florida 
case shows precisely the opposite— 
that a record of consistent support 
for such a measure in Congress can be 
a deadly handicap to any Senator or 
representative campaigning for re- 
election, provided the various groups 
opposed to Federal intrusion in this 
area really roll up their sleeves and 
fight. With virtually all of the gener- 
al public, including organized labor 
and the farmers, as potential allies, 
hospital people and the various pro- 
fessional and technical groups render- 
ing health service can state their case 
and that of the voluntary prepay- 
ment methods with increasing con- 
fidence in sweeping victory. 

It is unlikely, however, with due re- 
gard to the thoroughness with which 
the A.M.A. campaign for next fall 
has been planned, that the anticipated 
defeat of pending Federal proposals 
for a compulsory scheme would put a 
final period to this kind of thing. As 
the record of the past eight or ten 
years conclusively shows, in which 
not a single one of the notorious Wag- 
ner-Murray-Dingell bills even got out 
of committee, that fact did not pre- 
vent the indefatigable sponsors of 
this essentially un-American legisla- 
tion from returning to the charge in 
session after session. There is no rea- 
son to believe that the future will be 
different. There will always be Left- 
wing fanatics in and out of Congress 
who believe, with an idiotic sincerity, 
that there is no salvation for the sick 
except a Federal strait-jacket. These 
people will therefore continue to bat 
their heads against the growing wall 
of public conviction and _ rejection, 
with the futile persistence of a fly on 
a window pane. 

The campaign of public education, 
backed by the same earnest and con- 
sistent effort to extend and improve 
voluntary prepayment plans as in the 
past, should therefore continue, re- 
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A Quarter- Century Age 


Some highlights of the July, 1925 issue of 
Hospital Management seen in retrospect 


MEMASS in the magazine of twenty-five years ago was on nursing, 
with no less than six articles devoted to various aspects of that pro- 
fession. Matthew O. Foley, then managing editor, discussed some meth- 
ods of stimulating nursing applicants in “Is Your September Class Quota 
Filled?” These methods were tested in use by the Central Council for 
Nursing Education, Chicago, which carried on a continuous publicity 
and propaganda campaign for eight hospitals in the area. Lists of senior 
students were obtained from high school principals and literature sent to 
the names so acquired. Talks were given in high schools and colleges, 
followed by interviews for those who desired more complete informa- 
tion. Parents were reached by speakers before groups such as Parent- 
Teachers’ Associations, Women’s Clubs, and Men’s Clubs. Furthermore, 
the opportunities and educational advantages of good nursing schools 
were presented in conferences of Vocational Advisors. Various other 
techniques are also listed, such as securing space in the hospital bulletin 
and annual report, participation by exhibit in county fairs, integration 
of nursing information with the annual Hospital Day program, etc. 

In “Suggestions for Nurses’ Recreation,” Ruby M. Parker, social di- 
rector at Christ Hospital, Cincinnati, points out that it is absolutely 
necessary to have a social program in any school in order to guard 
against the “lop-sidedness” which results from group concentration on 
one line of work. Not only should there be regular exercise and play, 
but-recreation of mind and spirit through lectures, glee clubs, dramatic 
clubs, parties, and religious services. 

Even more important is “the creating of 2 social atmosphere in the 
nurses’ home. Beyond the necessity of keeping the house fresh, clean 
and orderly, there are the little touches which make it a home—arrange- 
ment of furniture, keeping plants or cut flowers, having pets, stocking 
magazines and books, etc. 

Other pertinent articles are “What About a Nurses’ Gymnasium?” (in 
which the writer indicated that a gymnasium was provided when the 
new nursing home was built but that it was not very practical and the 
space was later utilized for physiotherapy and O. T.) and “Hurley Hos- 
pital Opens Nurses’ Home” (which did contain a gymnasium and an 
area for a future swimming pool). 

There was also a discussion by the president of the American Hospi- 
tal Association, E. S. Gilmore, superintendent of Wesley Hospital, Chi- 
cago, of various phases of nursing education, and advocating the length- 
ening, rather than the shortening, of the curriculum. 


SPLENDID contribution to the literature on care of the chronical- 

ly ill was made by Ernst P. Boas, M. D., medical director of the 
Montefiore Hospital for Chronic Diseases, New York City, in “Where 
Sick Poor Are ‘Hospitalized’.” He pointed out that “the chronic patient 
has never been visualized as an individual and... the medical and insti- 
tutional services which he requires have never been defined. The com- 
munity conscience has never been directed to the subject and, conse- 
quently, the care that these unfortunates have received has been casual 
and haphazard and ill-suited to their needs. 

“We have found from our studies at Montefiore Hospital that one of 
the chief causes for this state of affairs is the fact that these patients have 
all been thrown into one category, that they have been labeled ‘incur- 
ables,’ and that, consequently, it has been assumed that their needs have 
been fully met by the most elemental custodial care. A careful study of a 
large group of chronic patients, however, reveals that they group them- 
selves quite naturally into several classes and that the patients in each 
class present distinct institutional problems. These classes may be de- 
fined as follows: 

Group ‘A’—Patients requiring intensive medical care for diagnosis 
and study. 

Group ‘B’—Patients needing only careful nursing. 

Group ‘C’—Patients needing only custodial care.” 

While it might be thought that most patients would fall into the last 
group, this was not so. There were 46 per cent of patients in group “A,” 
28 per cent in group “B” and 26 per cent in group “C.” In other words, 
74 per cent required more specialized care than could be provided in a 
simple custodial institution. 








gardless of what happens in October 
and thereafter. There has never been 
any convincing evidence that this 
country wants its individual health 
care dominated by government, es- 
pecially with the well-known and ap- 
palling array of examples of govern- 
mental ineptitude in virtually every- 
thing it undertakes; and all this will 
tend to make it easier to persuade the 
doubting or the uninformed that Blue 
Cross and Blue Shield are much bet- 
ter in every way, especially as these 
plans tend to become universally 
available. 

With the fullest possible coopera- 
tion from all who are interested, em- 
phatically including hospital people 
and Blue Cross, the public relations 
drive must continue, even in the face 
of the current effort in Washington 
to intimidate under the baseless threat 
of charges of lobbying all who in any 
way oppose any move of the present 
national Administration. There is 
nothing to fear from this threat; and 
the case of the voluntary health agen- 
cies is so good that it needs only to 
be presented to win. : 


War threats 


and hospitals 


UST prior to the long Fourth of 

July weekend Mayor O’Dwyer 
of New York City took the precau- 
tion of alerting the city’s hospitals for 
duty in case of unforeseen develop- 
ments emanating from the threats of 
another world war. 

This one act, probably more than 
any other, emphasized the global 
nature of any war of major propor- 
tions that might break out today. It 
emphasized, too, that in the event of 
such a war the civilian hospitals will 
play a role such as they never played 
before in a war. 


A yardstick 


for hospitals 


OR the first time in the history 

of hospitals they are now able to 
compare their operations with the 
average for hospitals of their own size 
and region, not only the over-all fig- 
ures, but departmentally as well. We 
are referring, of course, to the How’s 
Business reports, particularly those 
on page 10 of each issue of HosP1TaL 
MANAGEMENT, a cooperative project 
of the American Association of Hos- 
pital Accountants and this magazine. 
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{ “GOLD” SAFTISEAL CAP 
a. Metal cap protected from corrosion 
b. Easy to open-pull-tab big as a quarter 
c. Reduces possibility of torn fingernails and cut hands 
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EACH SAFTIFLASK IS NEW 


a. Bottle is made of special glass 

b. Meets rigid U.S.P. specifications 

c. Non-returnable feature saves labor and storage space 
d. Assurance of mechanical perfection of new equipment 














EASY-TO-READ LABEL 


a. Easily read upside down or right side up 
b. Reduces possibility of error 
c. Saves time in solution identification 











POP-UP BAIL 


a. Automatically pops-up when bottle is lifted 
b. Holds Saftiflask securely—safely—in ice-tong grip 
c. Design of bail saves storage space 
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VACUUM SEALED 


a. Mechanically induced vacuum protects all solutions (Blood 
Bottles, too) in Saftiflasks 
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COMPLETE LINE OF SOLUTIONS 


a. Full line of standard.and special-purpose U. S. P. solutions 


~. 


Dextrose 5% 
»Saline OVER 100 HOSPITAL SUPPLIERS SERVE YOU 


ne D-5-S a. Reduces necessity of large stock in your hospital 
nt b. Strategically located for emergency delivery 


NEW, MODERN SHIPPING CARTON 


a. Smaller, stronger, lighter carton saves storage space 
b. Carton label easy-to-read, identify 


iflask Solutions : 


CUTTER LABORATORIES, BERKELEY, CALIFORNIA 
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Who's Who in Hospitals 





Administrators 


Campbell, E. H., M.D.—Retired as 
superintendent, Newberry State Hos- 
pital, Newberry, Mich., after 50 years 
of state service. Dr. Campbell has 
held this post since 1905, except for 
18 months as superintendent of the 
Traverse City State Hospital in 1925- 
26. 

Carter, David V.—Named Adminis- 
trator, Fitkin Memorial Hospital, 
Neptune, N. J., after serving as acting 
administrator since February. 

Cooper, G. A.—Resigned July 15 as ad- 
ministrator, All Saint’s Hospital, 
Philadelphia, Pa., after 8 years in the 
post, to become administrator, The 
Woman’s Hospital, Cleveland, Ohio, 
which moved recently into a new 5- 
story building. 

Crandell, Archie, M.D.—see Curry no- 
tice. 

Curry, Marcus A., M.D., 72—Retired 
July 1 as medical superintendent and 
chief executive officer, New Jersey 
State Hospital, Greystone Park, N. J. 
Dr. Curry, who has been superintend- 
ent since 1921, is succeeded by Dr. 
Archie Crandell. 

Dean, E. F., M.D.—Named acting su- 
perintendent, Wichita Falls State 
Hospital, succeeding Dr. Mark E. 
Huff, who opened private practice 
last month. 

Fender, W. I—Appointed administra- 
tor, Jay County Hospital, Portland, 
Ind., after completing his academic 
requirements in H.A. at Northwest- 
ern University. 

Goshorn, Roy W., M.D.—Transferred 
to superintendency of Allentown 
State Hospital, Allentown, Pa., from 
superintendency of Hollidaysburg 
State Hospital, Hollidaysburg, Pa. 
He replaces Dr. Harry F. Hoffman, 
who is retiring. 

Grobsmith, Michael $.—Appointed ex- 
ecutive director, Miriam Hospital, 
Providence, R.I., replacing Mrs. Gen- 
evieve L. Nesby, resigned. Formerly 
Mr. Grobsmith was assistant execu- 
tive director of Lebanon Hospital, 
NYA. 

Hamilton, Samuel W., M.D.—Declined 
reappointment as superintendent, Es- 
sex County Overbrook Hospital, Ce- 
dar Grove, N.J., becoming instead 
chief hospital consultant to the insti- 
tution for six months. Dr. Joseph 
G. Sutton, previously director of 
county mental hygiene clinics, was 
named acting director and superin- 
tendent. 
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Peopie and changes 








make hospital news 


Heidgen, Martin M., M.D.—see Weeks 
notice. 

Hoffman, Harry F., M.D.—see Goshorn 
notice. 

Huff, Mark E., M.D.—see Dean notice. 

Johnson, Robert E.—Named adminis- 
trator of Geneva General Hospital, 
Geneva, N.Y., succeeding Miss Ma- 
rion Lyman, resigned. Formerly Mr. 
Johnson was with Maryland Hospi- 
tals, Inc., a Blue Cross organization. 

Jones, Delight S., Mrs—Appointed ad- 
ministrator, Kent County Memorial 
Hospital, under construction in War- 
wick, R.I. Mrs. Jones was attached 
to the staff at Truesdale Hospital, 
Fall River, Mass., for a score of years, 
serving as administrator from 1945 
until 1949. She is a member of 
A.C.H.A., A.H.A., A.N.A., N.L.N.E., 
etc. 

Lindley, Stanley B., M.D.—Resigned as 
superintendent, Willmar State Hos- 
pital, Willmar, Minn., to accept the 
post of chief physician, VA Hospi- 
tal, Knoxville, Iowa. 

Lloyd, Robert B.—First full-time man- 
ager, Texas & Pacific Railway Em- 
ployes Hospital Association, with 
headquarters at the T. & P. Hospital, 
Marshall, Texas. Mr. Lloyd has a 
M.S. in H.A. from Columbia U., 
N.Y.C. i 

Lyman, Marion—see Johnson notice. 

Miller, John F.—Named administrator, 
Union Hospital, Dover, Ohio, after 
resigning as administrative assistant 
at The Jewish Hospital, Brooklyn. 
Mr. Miller, who has a B.S. in Phar- 
macy, also has M.H.A. from Colum- 
bia, for which he completed a resi- 
dency at The Jewish Hospital. Mr. 
Miller’s successor is Manuel J. Segall, 
who attended the Course in H.A. at 
Northwestern University, and com- 
pleted his residency at Grant Hospi- 
tal, Chicago. 

Miller, Margaret—Named superintend- 
ent, Magruder Memorial Hospital, 
Port Clinton, Ohio. Previously she 
was superintendent of Memorial Hos- 
pital at Norwalk, Ohio, for 3 years. 

Murdock, Jessie—Will retire July 31 
as director, Jersey City Medical Cen- 
ter School of Nursing, Jersey City, 
N.J., after having devoted more than 
50 years to that profession. Ap- 
pointed chief of nurses by General 
Gorgas, Miss Murdock spent 8 years 
in Panama at the time of the build- 
ing of the canal. 

Nesby, Genevieve L., Mrs.—see Grob- 
smith notice. 

Platte, Ronald — Appointed superin- 





tendent, Clintonville (Wis.) Com- 
munity Hospital, after having served 
as chief anesthetist at St. Michael’s 
Hospital, Milwaukee, Wis., for the 
past 3 years. 

Ryder, Fred—Appointed director, Dick- 
son-Diveley Clinic, Kansas City, Mo., 
after serving as administrative resi- 
dent for the past year at Menorah 
Hospital in Kansas City. Mr. Ryder 
is a 1950 graduate of the Course in 
H.A. at Washington University, St. 
Louis, Mo. 

Sutton, Joseph G., M.D.—see Hamilton 
notice. 

Weeks, William S.—Assumed duties as 
director, Tuscon Medical Center, 
Tuscon, Ariz., after serving as assist- 
ant administrator, University of Cali- 
fornia Hospital, San Francisco. He 
succeeds Martin F. Heidgen, M.D., 
who had previously resigned the 
position. Richard Blaisdell, a recent 
graduate of the U. of Minnesota pro- 
gram in H.A., replaces Mr. Weeks 
as assistant administrator and assist- 
ant business manager, University of 
California Hospital and Medical Cen- 
ter, after having been administrative 
resident at San Jose Hospital, San 
Jose, Calif. 

Wiseman, John I., M.D.—Will retire 
next month as superintendent, Tor- 
rance State Hospital, Torrance, Pa., 
after 9 years in the post. His wife, 
Dr. Katherine Wiseman, has been on 
the staff at Torrance for many years. 


Assistant Administrators 





Blaisdell, Richard—see Weeks notice 


under Administrators. 

Cathcart, Robert—Appointed assistant 
administrator, The Pennsylvania 
Hospital, Philadelphia, Pa., after serv- 
ing as administrative assistant there 
upon completion of his administra- 
tive internship. 

Dutton, Harry H., M.D.—Appointed 
assistant superintendent, Western 
State Hospital, Fort Steilacoom, 
Wash., succeeding Dr. Robert H. 
Rea, who had served since 1926. 

Hedrick, Nelson—Appointed assistant 
superintendent, Jewish Sanitarium 
and Hospital for Chronic Diseases, 
Brooklyn, after serving as adminis- 
trative intern at Lenox Hill Hospital, 
N.Y.C., and administrative assistant, 
Manhattan General Hospital, N.Y.C. 

Johnson, Hubert—Appointed assistant 
director, James Walker Memorial 
Hospital, Wilmington, N.C., succeed- 
ing L. S. Messick, who resigned to 
enter private business. A recent grad- 
uate of Duke University’s Course in 
H.A., Mr. Johnson will direct the 
purchasing, personnel and plant op- 
eration divisions of the institution. 

Messick, L. S.—see Johnson notice. 

Nelson, Rodger B., M.D.—Appointed 
assistant director, University Hospi- 
tal, Ann Arbor, Mich. Since Febru- 
ary, 1947 Dr.‘ Nelson has served on 
the administrative staff of the New 
York Hospital, N.Y.C., first as exec- 
utive assistant and later as director, 
Out-Patient Department and assist- 
ant director. 
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TRAVENOL ¢ TRAVAMIN ¢ TRINIDEX e TRANSFUSO VAC « PLASMA-VAC « PLEXITRON 










PARENTERAL 


AAA 








SOLUTIONS Travenol, Travamin and Trinidex 


solutions provide the doctor with a choice to meet his 
exacting requirements. 





BLOOD PROGRAM The world-renowned 
BaxTER CLosED TECHNIQUE, Transfuso Vac and 
Plasma-Vac containers for every phase of modern blood 
banking. 


ACCESSORIES Plexitron expendable sets for 


blood collection, plasma aspiration, solution and blood, 
plasma and serum administration. 


Products of 
BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 


BAXTER 


PROVIDES 
FROM ONE SOURCE 


the exact solution and the specific equipment 
for any bulk parenteral requirement. 


Uniform containers, standard closures, easy-to-use 
sets and standardized procedures make 

the complete program easy to learn 

and efficient in operation. 


No other program is used by so many hospitals. 





all Baxter 
solutions are pure, 


sterile and 





non-pyrogenic 


Soe 
—-. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES e EVANSTON, ILLINOIS 
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Rea, Robert H., M.D.—see Dutton no- 
tice. 

Scott, Peter L.—Appointed assistant 
administrator, Fitkin Memorial Hos- 
pital, Neptune, N.J., after complet- 
ing his residency at East Orange 
General Hospital, East Orange, N.J. 
Mr. Scott, a Harvard graduate, re- 
ceived his Master’s degree in H.A. at 
Columbia U. 

Segall, Manuel J.—see Miller, John F., 
notice under Administrators. 

Thrasher, William H.—Appointed as- 
sistant director, John D. Archbold 
Memorial Hospital, Thomasville, Ga., 
after having resigned as hospital field 
representative, Division of Hospital 
Services, Georgia Department of Pub- 
lic Health, Atlanta. 


Business Managers 





Chapman, Howard—see Vining notice. 

Lingle, D. A.—Named business man- 
ager, Lutheran Hospital, Vicksburg, 
Miss., after having served as special 
advisor to the Mississippi Commis- 
sion on Hospital Care. He succeeds 
Fred Vann, who resigned to go into 
the insurance business for himself in 
Corinth, Miss. Mr. Lingle is a vet- 
eran of 11 years with the Little Rock 
Baptist Hospital. 

Vann, Fred—see Lingle notice. 

Vining, Joe—Became business manag- 
er, Horton Hospital & Clinic, Hor- 
ton, Kans., succeeding Howard Chap- 
man, who resigned to operate his own 
business. 


Veterans Administration 


Dann, William J., Jr—see Gunter no- 
tice. 

Eastland, Frederic R., M. D.—Ap- 
pointed manager, VA Hospital, Lis- 
bon, Texas, succeeding Dr. J. Ralston 
Wells, recently transferred to open 
and manage a new hospital at Grand 
Island, Neb. Dr. Eastland is now 
chief of professional services at the 
VA Hospital, Lake City, Fla. 

Gunter, L. H— Named assistant man- 
ager, VA Hospital, Houston, Texas, 
succeeding William J. Dann, Jr., who 
is now managing the hospital at Oak- 
land, Cal. Mr. Gunter is secretary- 
treasurer, Southern Hospital Confer- 
ence. 

Rice, Walter B.—Designated assistant 
manager, VA Hospital, Wilkes- 
Barre, Pa., soon to be opened. Mr. 
Rice is a veteran of 26 years’ service 
with the VA hospital service. 

Sutton, Joseph D.—Transferred to 
Montgomery VA Hospital, Mont- 
gomery, Ala., as assistant manager 
from Kennedy VA Hospital, Mem- 
phis, Tenn. A World War II vet- 
eran, Mr. Sutton succeeds L. H. 
Gunter (see above). 

Wells, J. Ralston, M.D.—see Eastland 
notice. 


Directors of Nurses 


Dover, Edna Witham, Mrs.—Named 
superintendent of nurses, Overlook 
Hospital, Summit, N.J. A graduate 

of Bellevue Hospital, N.Y.C., Mrs. 
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Dover has had exceptional super- 
visory and teaching experience. Si- 
multaneously, Clothilde Munster was 
made assistant superintendent of 
nurses and educational director. 

Glaser, Harriet Ethel Weiner, Mrs.— 
Named director of nurses, Beth David 
Hospital, New York City. 


Board Presidents 


Dixon, L. A., Jr.—Elected president, 
Maple Avenue Hospital Association, 
DuBois, Pa., succeeding Paul R. 
Morow. 

Dyer, John H., M.D.—Re-elected presi- 
dent, board of directors, West Side 
Hospital, Scranton, Pa. 

Harrington, R. E.—Elected president, 
Bryan Memorial Hospital board of 
trustees, Lincoln, Neb. 

Rose, H. §.—Elected president, Oil 
City Hospital, Oil City, Pa., succeed- 
ing L. M. Campbell. Mr. Rose has 
been a member of the board for the 
past 23 years. 

Thurston, Harold M.—Elected presi- 
dent, Hackley Hospital, Muskegon, 
Mich., succeeding the late Archie E. 
McCrea. 

Wheatley, Earnest A.—Presented with 
the Chamber of Commerce’s annual 
civic award, Salisbury, Md., for his 
work in directing the campaign for a 
new wing for Peninsula General Hos- 
pital, of which he is chairman. 





Miscellaneous 


Walter E. Boek was appointed chief re- 

search analyst of the Health Informa- 

tion Foundation, 

according to Ad- 

miral William H. 

P. Blandy, U.S.N. 

(Ret.), Founda- 

tion president. Mr. 

Boek, who is a 

graduate of Cor- 

nell University 

and of Michigan 

State College, 

where he received 

his M.A... is a 

member of the 

American Sociological Society and the 
Rural Sociological Society. 

Mr. Boek’s work has covered both 

research and evaluation of research in 





such fields as population distribution 

and change, vital statistics, etc. 

Cooke, Grace—see Rouillon notice. 

Mamer, Leland J.—Appointed director 

of buildings, St. 
Luke’s Hospital, 
N.Y.C. Previous- 
ly he had served 
at Evanston Hos- 
pital, Evanston, 
Ill., since 1934. He 
has an engineer- 
ing degree from 
the U. of Illinois, 
and was on the 
faculty of the 
School of Hospi- 

tal Administration, N.U. 

Ralli, Elaine P., M.D.—Appointed di- 
rector, Out-Patient Services, Dept. 
of Hospitals, N.Y.C. Dr. Ralli, who 
has been associated with Bellevue 
Hospital for more than 20 years, has 
been associate professor, N.Y.U. 
College of Medicine, since 1939. 

Rouillon, Margaret—Named director of 

social service, St. 
Luke’s Hospital, 
N.Y.C., succeed- 
ing Miss Grace 
Cooke, who had 
held the post for 
11 of her 34 years 
with the depart- 
ment. Miss Rouil- 
lon, a graduate of 
St. Luke’s School 
of Nursing, has a 
B.S. from Colum- 
bia University, and an M.A. from its 

Schcol of Social Service. 

Rubenstein, A. Daniel, M. D.—Pro- 
moted to director of hospitals, Mas- 
sachusetts Department of Public 
Health, succeeding Dr. Richard P. 
MacKnight, retired. 


Deaths 


Lamme, Stephen Julien, M.D., 68— 
Prominent Colorado physician and 
founder of the Lamme Hospital, 
Welsenburg, Colo. After an extended 
illness. 

Smith, Ernest V., Sr., M. D., 70— 
Founder of the Wiley Smith Clinic, 
Fond du Lac, Wis., where he was 
chief surgeon for 30 years. Dr. Smith 
was a former assistant to Dr. Wil- 
liam J. Mayo at Rochester, Minn. 





Page 38—University of Minnesota: 


L. Powell. 


Page 39—Yale University: 


Zugich; and Clarence W. Bushnell. 





Identification of individuals in the class 
versity of Minnesota and Yale University H. A. programs on pp. 38 and 39 


First row: (left to right: H. Gregg Armitage; Thomas L. Hollis; Lloyd L. 
Hughes; Donald A. Kincaid; Professor James A. Hamilton; Gaylord W. Ander- 
son, M.D.; Associate Professor James W. Stephan; Herman E. Hoche; Preston 


Middle row: (left to right): William H. Waite; Frederic C, LeRocker; James 
R. Neeley; William C. Hoppe; Dale C. Mattison; Norman L. Kaye; Marcele 
G. Leite, M.D.; Richard P. Condelare; John A. Nelson; Rudolph F. Elstad. 
Top row: (left to right): Oliver R. Johnson; Harold E. Dale; Wade Mountz; 
Edward D. Irons; Clifford R. Sostomily; Russel H. Miller; Howard M. Win- 
holtz; Jack W. Rivall; Carl N. Platou; James W. Mainguy. 


Left to right: Paul E. Palma. M.D.; John W. Gerdos; Adelaide E. Morris, E. 
Jane Deckert; E. L. Harmon, director of the hospital; Clement C. Clay, M.D., 
former director of the Course in Hospital Administration; Malcolm C. John J. 


ictures of students in the Uni- 
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HOSPITAL MANAGEMENT, July, 1950 


Mixed with Water For Injection, U.S.P., or Isotonic Sodium 
Chloride Solution, U.S.P., Com-Pen quickly forms a homogene- 
ous suspension. Its particles of procaine penicillin G are uniformly 
dispersed due to the presence of small amounts of harmless 
dispersing agents. A minimum of agitation is required prior to 
aspiration. 


Because of the high degree of subdivision of its procaine peni- 
cillin particles, Com-Pen is easily aspirated through a 20-gauge 
needle prior to injection. Prepared suspensions of Com-Pen may 
be kept at room temperature for one week, or at refrigerator 
temperature for three weeks, without significant loss of potency. 


Com-Pen is readily injected through a 20-gauge needle. Small 
particle size and a homogeneous suspension make this prepara- 
tion unusually trouble free. This outstanding feature is especially 
important in both hospital and office practice. Com-Pen is 
indicated whenever a repository type of penicillin is called for. 


Package Information — Mixed according to directions, Com-Pen 
produces a uniform suspension, each cc. containing 300,000 units 
of crystalline procaine penicillin G. Com-Pen is supplied in: (1) 
five dose vials containing 1,500,000 units, (2) single dose vials 
(300,000 units) in individual boxes, and (3) single dose vials in 
boxes of 50. 


CSC Flamucudcds 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 
17 EAST 42ND STREET, NEW YORK 17,N. Y. 











COLUMBIA UNIVERSITY RESIDENCIES 


The following students have completed their academic training as candidates for 
the MS. degree in Hospital Administration, School of Public Health, Columbia 
University, New York. The list indicates the location of their forthcoming residencies. 


Resident 
Connor, Paul J., Jr. 


Preceptor 


dir. 
Culp, Curtis F., M. D. 


du Flon, Leon W. 

dir. 

Esponosa, Tulio, M. D. 

water 

Gordon, Edward M., 
M.D. 

Heinlein, Robert E. 


Jones, Robert M. 


Lawrence, Marvin J. 
exec. dir. 
Martinez, Sigifredo G. 
Nicklas, John M. 
mour, dir. 
Nork, Kurt H. 
dir. 
Parks, Harold C. 


Pepper, James R. 


Perkins, Theodore D. 
supt. 
Pieratt, Richard E. 
Poole, Wiley G. 
med. v-p. 
Porter, Frank L., III 
supt. 
Ramirez, Alfonso, M.D. 
supt. 
Robinson, J. Emerson 


Sage, Frederick C. 


Sleight, Robert E. 
supt. 
Stout, Robert D. 
Toomey, Robert E. 
exec. dir. 
Walchenbach, Donald 
E 


Whyte, Henry J. 
supt.. 


Wilmar M. Allen, M.D. 

John S. Parke, exec. 
v-P 

Dr. James Bordley III, 


Dr. Leonard J. Gold- 


Frank P. Sauer, supt. 
Joseph G. Norby, supt. 
Dr. David H. Ross, 


Dr. William B. Sey- 

Dr. Henry N. Pratt, 

D. A. Endres, supt. 

Dr. E. Dwight Barnett, 
dir. 

Charles E. Burbridge, 


Dr. A. P. Merrill, supt. 
Dr. Robin Buerki, 


Dr. Lucius R. Wilson, 

Dr. Nathan Smith, med. 

Dr. Robin Buerki, med. 
v-p. 

Dr. Anthony J. J. 
Rourke, med. supt. 


Dr. Eugene Walker, 


George H. Buck, dir. 
Dr. John B. Pastore, 


Paul J. Spencer, dir. 
Charles E. Burbridge, 


Location 
Hartford (Conn.) Hospital 


Presbyterian, N.Y.C. 


Mary Imogene Bassett, 
Cooperstown, N. Y. 

Schl. of Publ. Health, 
Columbia U. 

USPHS, Portland, Me. 


Muhlenberg, Plainfield, 
N. J. 

Columbia, Milwaukee, 
Wis. 

Jewish, Cincinnati, O. 


University, N.Y.C. 
Lakeside, Cleveland, O. 


New York Hospital, 
N.Y.C. 

Youngstown (O.) Hospi- 
tal Ass’n. 

Harper, Detroit 


Freedmen’s Washington, 
dD: &. 

St. Barnabas, NYC. 

U. of Pennsylvania, Phila- 
delphia 

Episcopal, Philadelphia 


Morrisania, N.Y.C. 


U. of Pennsylvania, Phila- 
delphia 
Stanford U. Hospitals, 


S. F. ; 
Springfield (Mass.) Hos- 
pital 
University, Baltimore, Md. 
Hosp. Council of N. Y., 
N.Y.C. 
Lowell (Mass.) General 


Freedmen’s, Washington, 
Dp: < 





Hill-Burton Construction Analyzed 


complete factual analysis of hos- 
pital construction under the 
Hill-Burton Act, giving all details, in- 
cluding sizes and types of hospitals, 
relative wealth of the areas where 
built, and other points of interest, was 
the leading article in the June 9 issue 
of “Public Health Reports,” published 
by the Federal Security Agency. 
Signed by Dr. John W. Cronin, chief 
of the Division of Hospital Facilities, 
Louis S. Reed, Ph.D., chief of the 
Medical Economics Branch, Division 
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of Medical and Hospital Resources, 
and Helen Hollingsworth, health econ- 
omist in the Division of Medical and 
Hospital Resources, the article is thus 
entirely authoritative. The following 
quotations indicate of its scope: 
“There are four stages in the ap- 
proval of the projects. The first stage 
— initial approval—involves approval 
of the project as consistent with the 
State plan and indicates that certain 
necessary assurances have been given. 
The second and third stages include 


assurance of the availability of the 
non-Federal portion of the funds, and 
site and soil investigation. The fourth 
and final stage involves final approval 
of the blueprints and specifications 
and of an acceptable bid for construc- 
tion. After final Federal approval the 
construction contract can be let, and 
actual constructior can begin. It takes 
10 or 11 months, on the average, for 
the project to advance from the initial 
stage to final approval.” (P. 743.) 

After describing the fashion in 
which the program developed, the ar- 
ticle offers the following highly in- 
formative summary: 


“Of the projects approved for con- 
struction with Federal aid under the 
Hill-Burton hospital construction pro- 
gram, 78 per cent are for the construc- 
tion of general hospitals, 5 per cent for 
mental hospitals, 3 per cent for tuber- 
culosis hospitals, less than 1 per cent 
for chronic disease hospitals, and 14 
per cent for public health centers. Of 
the total construction cost of all 
projects, 85 per cent is for the con- 
struction of general hospitals, 6 per 
cent for mental hospitals, 4 per cent 
for tuberculosis hospitals, 3 per cent 
for chronic disease hospitals, and 2 
per cent for health centers. 

“Slightly more than 50 per cent of 
the general hospital projects are for 
the construction of completely new 
hospitals, the remainder being for the 
construction of facilities to replace ex- 
isting buildings or for additions or al- 
terations to existing hospitals. The 
vast majority of the completely new 
hospitals being built are small—68 
per cent will have less than 50 beds. 
Contrariwise, the majority of hospitals 
to which additions or alterations are 
being made, or which will replace ex- 
isting buildngs, are medium-sized or 
large hospitals—100 beds or over. 
Almost 50 per cent of all the general 
hospital projects under the program 
are being built in communities of less 
than 5,000 population and will serve 
predominantly rural areas. 

“Thus far the program is largely 
meeting its objective of building hos- 
pitals where they are most needed and 
especially in low income and rural 
areas. 

“The general hospital projects are 
about evenly divided between those 
sponsored by public agencies and those 
sponsored by nonprofit groups. The 
relative proportion of the two types, 
however, varies widely from region to 
region.” 
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HYPODERMOCLYSIS | 





HYDASE 


Lyophilized Hyaluronidase 


Wyeth 


Highly 
Purified 


*Trade Mark 


For speedy absorption of fluids in 
hypodermoclysis. Prevents pain from 
stretching of tissue—nontoxic and 
apparently nonallergenic. 

For More Complete and Widespread 
Local Anesthesia—fewer injections 
of local anesthetics required. 


HyDASE in dry form is stable indef- 
initely; keeps in sterile solution for 
2 weeks—refrigeration unnecessary. 
SUPPLIED: Vials of 150 and 500 
turbidity reducing (TR) units. 


Wyeth Incorporated . Philadelphia 3, Pa. 


HOSPITAL MANAGEMENT, July, 1950 




















Gifts to Hospitals = 


The Lord ioveth 
a cheerful giver. 








The kind of benefactor 
hospitals pray for 

A man walked unannounced into 
the president’s office at Presbyterian 
Hospital, Chicago, Ill., and said he 
wanted to give a quarter of a million 
dollars toward its expansion program. 

Since the hospital is seeking $5,- 
500,000 in public subscriptions for 
enlargement of its clinical, research 
and teaching facilities, this single 
gift represents a sizeable chunk of the 
total. The contributor, who insisted 
that his name not be revealed, is a 
formet patient of the institution. 

“This generous subscription of 
$250,000 is the largest so far received 
by the Presbyterian Hospital Build- 
ing Fund,” Franklin B. Snyder, presi- 
dent, said. “It is particularly gratify- 
ing, coming as it does from a person 
who knows from first-hand experience 
the many services the hospital makes 
available to patients and to the com- 
munity.” 


Dunkirk, N. Y., hospital tops 
quarter-million mark 

A $225,000 fund-raising campaign 
for Brooks Memorial Hospital, Dun- 
kirk, N. Y., exceeded its goal by more 
than $25,000, according to L. William 
Coon, superintendent. 

The money will be used to build a 
new 3-story wing and to add a new 
floor on one wing of the present build- 
ing. Bed capacity will be increased 
from 115 beds and 21 bassinets to 
150 beds and 25 bassinets. 

A new pediatric department is in- 
cluded and 25 more private and semi- 
private rooms will be provided. Sur- 
gical, physiotherapy, x-ray and gen- 
eral service facilities will be ex- 
panded. 

The estimated cost of building-ex- 
pansion and equipment is $350,000. 
With a government grant of $95,000 
already approved, funds on hand and 
the more than $250,000 produced by 
the campaign will enable the hospital 
to project building plans during the 
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So do hospitals. 


summer. The campaign was directed 
by Ketchum, Inc., of Pittsburgh, Pa. 


Auction proceeds are gift 
of Truesdale women 

The Women’s Board of Truesdale 
Hospital, Fall River, Mass., realized 
approximately $2,500 from its annual 
auction. The money will be allocated 
to various pending projects. 

During the past year the Women’s 
Board has refurnished one ward 
kitchen, purchased new furniture for 
the recreation room in the nurses’ 
residence and purchased bedside 
lamps and cabinets for private rooms 
in the hospital. 


Chicago widow wills hospital 
for crippled children 

Mrs. Hattie H. Kenney, a 90-year- 
old widow of Chicago, Ill., left her 
fortune of $600,000 to build and 
maintain a hospital for crippled chil- 
dren in Traverse City, Mich. (She 
inherited most of the money from her 
father, Perry Hannah, who acquired 
it through lumbering operations in 
Michigan.) 

Before her death, Mrs. Kenney 
gave her personal property and other 
gifts to two nephews, her only heirs. 
The residue of the estate will be de- 
voted to erecting, equipping and op- 
erating the establishment upon which 
Mrs. Kenney had set her heart. 


Interest in Duke research 
leads to bequest 

Duke Hospital, Durham, N. C., 
received $5,000 in the will of B. R. 
Coleman, mayor of Winter Park, Fia., 
recently deceased. Mr. Colemen spe- 
cified that the sum be used for clinical 
research at Duke in high blood pres- 
sure, ulcers, and other cardio-vascu- 
lar and gastro-intestinal diseases un- 
der the direction of Dr. Keith Grim- 
son, professor of surgery. Coleman 
was a patient of Dr. Grimson while 
at Duke and showed great interest in 
the research program there. 


Harrisburg, Pa. over-subscribes 
joint drive by two hospitals 

The people of Harrisburg, Pa., and 
adjoining communities have contrib- 
uted a total of $3,690,274 in two 
building fund programs in five years 
for the enlargement and moderniza- 
tion of Harrisburg Hospital and 
Polyclinic Hospital. Early this year 
a joint campaign for $1,500,000 
brought a response of $1,531,000. An 
appeal five years ago for $2,000,000 
was over-subscribed by $159,274. 
These, plus federal grants amounting 
to $2,000,000, are permitting exten- 
sive reconstruction and moderniza- 
tion of both hospitals. 

An 11-story patients’ pavilion is 
being built for Harrisburg Hospital 
and two 4-story-and-ground-floor 
wings are being added to Polyclinic. 
The two hospitals will have 532 addi- 
tional beds. Both financing projects 
were under the direction of Will, Fol- 
som and Smith, of New York and 
Boston. Lawrie and Green of Harris- 
burg are the architects. 


Speaker assigns his fees 
to Princeton Hospital 

An unusual twist in gifts is the 
“speaking endowment” made by an 
anonymous Princeton, N.J., resident. 
Widely sought as a public speaker, the 
individual has requested his sponsor- 
ing organizations to forward his speak- 
ing fees to the hospital. 

The first of the checks arrived last 
week and took the hospital fund-rais- 
ers by surprise. When questioned, the 
donor said, “I guess I should have 
told you beforehand what I was doing. 
You see, I plan to do this for the rest 
of the year.” 


St. Luke's Hospital, Milwaukee, 
gets Allis-Chalmers Donation 

A gift of $50,000 by the Allis- 
Chalmers Manufacturing Co. brought 
to a total of $90,000 the donations of 
this concern to the new St. Luke’s 
Hospital building fund. Some $650,- 
000 is still needed for construction of 
the proposed 180-bed building. Esti- 
mated total cost of the building is 
$2,322,000—of which $1,672,000 is 
available now from previous fund 
drives and a federal grant. 





* Our Address Is Changed 


Hospital Management's address is 
now: 
Hospital Management 
200 E. Illinois St. 
Chicago II, Ill. 
It formerly was 100 E. Ohio St. 
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buy Mpuraclay 


JOSEPH P. FLYNN, Rochester, N. Y. 
ARCHITECT 


ROBSON & WOESE, Syracuse, N. Y. 
CONSULTING ENGINEER 


PERDUE & CO., INC., Rochester, N. Y. 
PLUMBING CONTRACTOR 


CRAN 
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specitied by 
St. Mary’s Hospital 


and many, many others 


See your Hospital Purchasing File for a recom- 
mended list of Duraclay plumbing fixtures and help- 
ful planning data. Make selections through your 
Crane Branch, Crane Wholesaler or Local Plumb- 
ing Contractor. 


CRANE CO... GENERAL OFFICES: 
836 S. MICHIGAN AVE., CHICAGO 5 


PLUMBING AND HEATING 
VALVES © FITTINGS «© PIPE 
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Book of the Month 








Computsory MepIcai CARE AND 
THE WELFARE STATE. By Melchior 
Palyi. 156 pp. National Institute 
of Professional Services, Chicago. 
$2.00. 

UBTITLED “an analysis based 

on a special study of governmen- 
talized medical care systems on the 
continent of Europe and in England,” 
this little volume is all that the de- 
scription implies, giving a more com- 
plete picture of the various European 
compulsory medical-care systems than 
is anywhere else available. Widely 
known as an educator and economist, 
who lived in various parts of Europe 
for many years, Dr. Palyi is intimately 
acquainted with the policies and poli- 
tics of the systems which he describes, 
especially in Germany, where under 
Bismarck the first and most famous 
of the approaches of government to 
control of all medical care for “the 
common man” was attempted. Inci- 
dentally, the author points out that 
whereas one of the major arguments 
in favor of these plans nowadays is 
that they have been made necessary 
by the development of widespread in- 
dustrialization, the German plan was 
initiated when that country was only 
beginning its industrialization. 

The systems in Germany, Austria, 
Russia, France and England are re- 
ferred to in detail, with side glances 
at those in other countries, including 
New Zealand; and Dr. Palyi, who has 
visited Europe twice in the past few 
years, after teaching at the Universi- 
ties of Chicago and Wisconsin and at 
Northwestern, is therefore down to 
date in his estimates, which are com- 
pletely adverse. Quoting one of the 
early French sponsors of governmen- 
tal medicine as aiming “in essence at 
no other target than to introduce a 
little more justice into the distribution 
of the national income,” an objective 
also embodied in the British scheme, 
Dr. Palyi emphasizes the view that 
a high wage country like the United 
States has little excuse for this method 
of “redistributing the national in- 
come.” On the other hand, he says 
(p. 139): 
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“It_is widely understood that the 
benefits of social security in general, 
and of health security in particular, 
are substitutes for higher wages. A 
redistribution still does take place, 
indeed, but not so much between 
labor and capital as rather among 
the ‘beneficiaries’ themselves. The 
young, the healthy, the productive 
workers, have to contribute but may 
get little or nothing out of the sick- 
ness scheme. The sick, the hypo- 
chondriacs, the unproductive, may get 
much more than they put in them- 
selves or what their share would be 
in terms of marketwise remunera- 
tion for services rendered. Thus, the 
national income pattern is being re- 
shuffled in the direction of reducing 
the incentive for productivity. To- 
gether with a system of subsidies per 
child, a system which is part and 
parcel of social security in Russia as 
well as in Britain and France, the 
negative incentive already has 
reached such proportion that in 
France, at any rate, special measures 
had to be taken to stem the inclina- 
tion of family heads to ‘retire’ on 
steady family allowances plus occa- 
sional sickness benefits. 

“Such and similar disincentives ac- 
count in part for a daily absenteeism 
among British coal miners which 
lingers at this writing in the neigh- 
borhood of 14 per cent of the man- 
power, this in spite of all official ‘pep 
talks’ to boost the working morale. 
The effect on production costs: is en- 
hanced by the fact that the most pro- 
ductive workers—the healthiest—con- 
sider their contributions to the sick- 
ness scheme as an unjustified head- 
tax. They try to shift it by clamoring 
for higher wages.” 

Tables of costs and of use records, 
descriptions of the steady growth of 
the enforcing bureaucracy and of con- 
sequent increase in overhead in these 
schemes, and reports of the effect on 
the doctors as well as on the bene- 
ficiary groups, all add greatly to the 
informative value of the work as well 
as to its convincing character. What 


the author terms the “proletarization” 


of the medical profession, a marked 
result of the German plan over the 
years, is not only under way in Bri- 
tain, but appears to be definitely a 
part of the plan, he declares; and on 
this point (p. 76) he adds, regard- 
ing the plight of the British doctor: 
“Even with 3,000 registered patients 
—almost 2,000 too many, from the 
point of view of medical responsibil- 
ity, and a number considered to be 
greater than can be attended by the 
doctor of average physical or mental 
endurance—the doctor’s gross annual 
income would be less than $7,600. 
But given the amount of paper form- 
filling involved, any such exceptional- 
ly ‘fortunate’ practitioner is in need 
not only of ample office space and 
of equipment, but also of full-time 
secretarial and assistantial aid, the 
latter, at any rate, during his vaca- 
tion. . In any case, the British 
practitioner’s income depends on the 
number of patients who register with 
him. It bears no relation to the num- 
ber of consultations and visits, to the 
amount of time and discomfort de- 
voted to the individual case, to the 
ingenuity of his art or of his science, 
to the success or failure of diagnosis 
and therapy, nor to the patient’ s abili- 
ty to pay. The pecuniary motive that 
provided a_ positive incentive for 
higher quality of performance is 
turned in the negative direction of 
driving for more patients and less 
‘work’ with each of them.” : 
The well-supported conclusions 
pointing to the failure of compulsory 
governmental plans to attain their 
stated objectives give substantial 
weight to the evident dislike of these 
systems by the author, and show to 
those in this country not yet fully 
informed why Americans, of all 
groups, emphatically including the 
doctors, should be strongly opposed 
to the entry of government into this 
area. Without adding further detail, 
of which the book contains a wealth, 
its total conclusion can be read into a 
brief paragraph in which the effect 
of such plans is summarized (p. 95): 


“The dire fact is, to put it bluntly, 
that governmentalized medicine tends 
to bring about a conflict between the 
natural, perhaps even subconscious 
interests or instincts of the persons 
directly affected, and the schemes 
themselves. These conflicts under- 
mine the functioning and negate the 
objectives of compulsory medicine.” 





SAFE HANDLING OF RADIOACTIVE Isotopes. Handbook 42. National Bureau 
of Standards. U.S. Department of Commerce. Prepared by the Subcommittee 
on the Handling of Radioactive Isotopes and Fission Products. 22pp. Septem- 
ber, 1949. (For sale by the Supt. of Documents, Washington 25, D. C.) 15 


cents. 


BIOLOGICAL, MEDICAL AND HEALTH EFFECTS AND IMPLICATIONS OF ATOMIC 
ENERGY IN NEw York City. The proceedings of the Religious and Welfare 
Committee of the New York Committee on Atomic Information, Inc. Eighth 
Exploratory Meeting. April 26th, 1949 Mimeographed; 40 pp., incl. bibliog. 


$1.00 
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The Albany Hospital 
in Albany, New York, achieved 
beauty and comfort for patients and 
staff by sound conditioning this corridor 
with Acousti-Celotex Ceiling Tile. 


be footsteps to hear. Aslong as meals areserved, 
glasses will clink and dishes clatter. But these 
irritating sounds can and should be checked 
to benefit hospital patients and staff members. 

Modern sound conditioning brings direct 
and immediate benefits to any busy hospital. 
Thousands of unavoidable, routine sounds are 
effectively muffled before they can create a 
steady, annoying din that disturbs patients 
and tires the staff. 





FOR A FREE ANALYSIS of your particular noise 
problem, write now for the-name of your local dis- 
tributor of Acousti-Celotex products. He's an expert in 
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THE Merck MANuAL .Under the 
direction of the Merck Medical 
Division. 1,600 pages, Merck & Co., 
Inc., Rahway, E. J. $4.50; with 
thumb index, $5.00. 


HIS notable contribution to 

medical literature is called the 
Golden Anniversary eighth edition 
and it has been a decade since the 
previous edition was issued. The 
greatly expanded scope of the book 
reflects the work of an editorial board 
of 12 physicians and 100 clinicians. 

The past decade has seen so much 
progress that a compendium of this 
nature is bound to reflect such great 
contributions as the antibiotics, corti- 
sone and ACTH and the promising 
crystalline vitamin B12. This and 
all other material has been brought 
up to date as of May 1, 1950. 

There have been the contributions 
to medical learning of the second 
world war, embraced in this book, as 
well as the latest determinations on 
nutritional deficiencies, radiation re- 
actions’ and injuries (including those 
due to atomic bombs), allergies and 
antihistamines, psychoneuroses, drug 
addiction, dental emergencies, pre- 
natal and postnatal care and the care 
of premature infants. 





A sort of minor bombshell was ex- 
ploded by a demure nun from St. 
Joseph's Seminary, Emmitsburg, Md., 
named Sister M. Denise, D.C., during 
the course of the panel covered on 
page 33. 

Her startling suggestion was that 
lay administrators and assistant 
administrators be appointed in 
the institutions of religious 
orders. 

This apparently radical idea would 
be actually only a logical further step 
in a present trend to be observed in 
hospitals operated by religious. A 
number have already employed lay 
personnel in such capacities as ac- 
countants, personnel directors, etc. 

As a precedent in ther field, 
there is of course the rapid increase 
in the number of lay teachers in 
Catholic universities during the past 
25 or 30 years. It was stated, for 
example, that from a minor percent- 
age of say six per cent, laymen now 
comprise some 75 per cent of the 
faculties in Catholic universities. 

The expansion of Catholic hospital 
facilities has been similar in result to 
the expansion of the Church's pedag- 
ogical enterprizes, so that a like defi- 
cit in properly and adequately trained 
personnel exists in the hospital field. 

Still, no matter how "logical" this 
step would be, it nonetheless seems 
a trifle incongruous, today, to think 
of a layman at the head of a hospital 
operated by Sisters under the auspices 
of their Order. And yet the time may 
not be far distant when this will be 
commonplace. 




















Hospitals and the Law 


And ignorance 








A.A.H.A. Illinois 
law authority on 


HE law and its interpretation 

vary widely in different states, 
said James R. Harper, A.B., of the 
Northwestern University College of 
Commerce, an instructor in Hospital 
Administration, before the monthly 
meeting of the Illinois Chapter of the 
American Association of Hospital Ac- 
countants in Chicago on June 22. 
Therefore he discussed in detail only 
provisions of the Illinois and Wiscon- 
sin codes regarding the liability of 
hospitals. 

In Wisconsin and Illinois, the gen- 
eral principle has been upheld, Mr. 
Harper stated, that a hospital-for- 
profit is liable “for the ministerial 
acts of its servants or agents” but can- 
not be held for the negligence of those 
vested with discretion to work by 
their own means unless the hospital 
has been negligent in the selection of 
such independent contractors. 

Regarding the phrase “ministerial 
acts of its agents,” Mr. Harper cited 
the Wisconsin case in which a hospi- 
tal was sued because of severe burns 
suffered by a patient with uremic 
poisoning when the wrapping of one 
of five hot water bags came undone, 
although it had been secured with a 
safety pin. Four of the bags had been 
wrapped by nurses, while one had 
been covered by the attending doctor. 
When it was proved in court that the 
offending hot water bag was the one 
wrapped by the physician, the de- 
cision was handed down against the 
plaintiff, because it was held that the 
doctor was an independent contrac- 
tor, a free agent acting only accord- 
ing to his own means, whereas the re- 
verse would have been true, if one of 
the bags prepared by the nurses had 
proved damaging. 

Furthermore, said Mr. Harper, in 
Illinois and Wisconsin “the courts 
reject the opinion that the nurse is 
an independent operator,” although 


is no excuse et renee aera! 


chapter hears 
moot points 


in some states she is so considered. 

A recent Illinois case involving 
Bradley University, a non-profit insti- 
tution, holds that “charitable organi- 
zations as such have no immunity— 
only their trust funds are immune.” 

It is fair to conclude then that the 
law of the Wisconsin case would be 
applicable to charitable hospitals in 
Illinois. To summarize, it is now clear 
that hospitals in Illinois will be held 
liable for the acts of their agents 
which are within “the scope of their 
employment.” On the other hand they 
are not responsible for the acts of 
such independent contractors as phy- 
sicians, radiologists, etc. The only 
protection now afforded is that the 
trust funds of the institution may not 
be taken for damages. 

Wisconsin on the other hand has re- 
jected all theories upon which a chari- 
table hospital could be held liable. 
The trend of all courts is toward the 
imposition of absolute financial re- 
sponsibility upon all charities, and it 
seems unrealistic to rely upon immun- 
ity from suit in any state. 

In any event, two conditions have 
to be satisfied: negligence, and dam- 
age sustained directly due to this 
negligence. 

A hospital may be held liable for 
negligence in hiring or in supervision 
of employes. Mr. Harper cited the 
case of a private Wisconsin hospital 
organized for profit, which hired an 
elevator operator without experience 
and who (unknown to it) was subject 
to fits of epilepsy. After some mishap 
occurred, the hospital was sued for 
negligence. The man’s inexperience 
was decided to be irrelevant, and the 
point was: Would it be ordinary pro- 
cedure, when hiring an elevator op- 
erator, to find out whether an indi- 
vidual had epilepsy? In other words, 
what was the practice of other and 
similar institutions? The decision was 
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in favor of the defendant, because it 
was found that most organizations did 
not inquire so intensively into the 
personal history of menial servants. 
It is obvious however that if this had 
been a nurse there would have been 
liability as it is usual in the hospital 
field to obtain extensive personal his- 
tory before hiring a nurse. 

“It might be well,” warned Mr. 
Harper, “to get a detailed personal 
history, to include personal refer- 
ences, on all employes.” Inquiry 
should certainly be made as to any 


personal history of mental instability 
of any sort.” 

A woman voluntarily entered a hos- 
pital as an alcoholic, and had delu- 
sions for twelve hours, after which 
period she jumped out the window. 
The hospital was not liable, however, 
because there was nothing in the de- 
lusions to indicate that she would 
have any later tendency to jump. Had 
there been such indications, and the 
hospital had failed to take due pre- 
cautions, it might have been a differ- 
ent story. In Illinois law, if the pa- 
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tient is contributorily negligent there 
is no recovery. In Wisconsin, there is 
a slightly different interpretation of 
contributory negligence; damages are 
measured on the difference between 
the two degrees of negligence. 

How then can hospitals protect 
themselves? Insurance, said Mr. 
Harper, is the answer, and it is strong- 
ly advisable for every institution to 
be covered by it. 

Under old policies a hospital had 
to get several policies, at least, for 
each kind of possible damages. Now, 
however, there is a new, “all-inclu- 
sive” form available, which em- 
braces all types except those for in- 
jury to employes or for automotive 
vehicles. 


Waivers 


In regard to another phase of pos- 
sible hospital liability, Mr. Harper 
said, “There is the practice in some 
hospitals of getting a written waiver 
before surgery.” Although some re- 
cent opinion has it that ““The mere ad- 
mission to the hospital where surgery 
is in prospect, is in effect a consent to 
surgery,” the speaker urged, “I am 
positively in favor of getting written 
consent before any operation.” (In 
emergency, where immediate surgery 
is demanded, the waiver should be 
obtained afterward.) 

This view, in Mr. Harper’s eyes, is 
substantiated by two principles: (1) 
in any business situation about which 
disagreement often arises, the under- 
standing of the parties should be in 
writing, and (2) a written waiver has 
an important psychological factor on 
the hospital-patient relationship in 
that it has a deterrent effect on the 
patient’s dreaming-up a post factum 
case long after the event. 


Care of Equipment 


The care of equipment is often a 
vital factor in determining a hospi- 
tal’s liability. To offset this peril, a 
repair book should be kept on each 
floor of the institution. This would 
provide space for the date a needed 
repair was noted, exactly what it con- 
sisted of and the date of repair; this 
method has the advantages of provid- 
ing work all laid out for the repair- 
man and makes it easy to check. 

It should be a hard and fast rule 
that notations be made immediately 
whenever anything appears to need 
attention in any part of the hospital, 
whether pertaining to the building or 
to equipment. 
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Admissions 

Concerning the “obligation of the 
hospital to admit patients,” the speak- 
er said this rested on two legal dicta. 
The first is that “There is no obliga- 
tion on the part of anyone to help 
anybody else in distress.” In other 
words, a champion swimmer could 
stay on shore and watch somebody 
drown, and not be legally culpable 
even if he made no slightest effort to- 
ward offering assistance. 

The second dictum is: “The law 
does require that once you undertake 
to help, you do so to the same extent 
as you would if you were paid for 
such services.” 

In general, the obligation to admit, 
like some other obligations, may be 
judged by the “reasonable man test,” 
answering the question, “Is this act- 
ing as another would act under the 
same circumstances?” 

Illinois law overcomes the broad 
principle of non-obligatory admis- 
sions by laying down two exceptions 
—cases of death or severe injury, in 
which there is a duty to admit. This 
merely rotates the moral law which 
all hospitals observe. 

The real question then is when may 
a patient be moved ... after un- 
scheduled admissions. It is obvious- 
ly necessary in most cases to move 
patients unless they have the ability 
to pay. As the speaker said, although 
the hospital is a charitable organiza- 
tion with a mission of mercy, it can- 
not operate or keep its doors open 
when the indigent load exceeds its 
provisions for free beds. 

The theory is that “The patient 
can be moved when the emergency is 
over.” Determining this termination, 
however, can be a problem for the 
administrator. According to Mr. 
Harper, “You would be free to move 
anybody if you have competent medi- 
cal advice: ...In most cases one doc- 
tor’s opinion would be plenty.” 


Company Insurance Contracts 

“There is a growing tendency on 
the part of hospitals,” said Mr. 
Harper, “to draw up contracts di- 
rectly with private companies for 
hospitalization of their employes.” In 
such instances, he recommended that 
hospitals be sure they have some way 
to protect themselves. He advocated 
therefore that hospitals endeavor to 
have the following provisions writ- 
ten into their agreements chiefly to 
ward off unnecessary or impracticable 
admissions: 





(1) A written diagnosis or state- 
ment from the attending doctor 
should be presented to the hospital 
as a prerequisite for admission. 

(2) The hospital should reserve 
the right to refuse admission for good 
reason—i.e., “for cause.” 


Disposition of Cadavers 


The problem of the disposition of 
the bodies of deceased patients be- 
comes acute, said Mr. Harper, be- 
cause of the emotional aura surround- 
ing the death situation. Hospitals are 
not likely to get into trouble when 
“some reasonable effort” is made to 
allocate the body, because the right 


or sepulcher which vests in the next 
of kin would give way to public policy 
often recognized by the law to the 
effect that as a matter of respect a 
body is entitled to a reasonably speedy 
burial. On the other hand it is neces- 
sary that a hospital effect removal as 
soon as possible as a health measure. 
There is little or no possibility of suit 
except in cases of wilful or malicious 
conduct in handling a body; the law 
will grant damages for mental suffer- 
ing only in the most extreme cases. 


There is so much valuable informa- 
tion in this report for hospital execu- 
tives that it will be discussed further 
in an early issue. 
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Two Reports of 





C.H.A. Sessions 


Establishing administrative standards 
for the hospital nursing service 


O much detail was proliferated by 

the wide range of topics sub- 
sumed under the subject, “Adminis- 
trative Standards for the Nursing 
Service,” which was discussed during 
a sectional meeting of the Catholic 
Hospital Association in Milwaukee 
on June 15, that it is impossible to 
do more than summarize very sketch- 
ily some of the highlights. Under the 
chairman and coordinator, Margaret 
K. Schafer of the Division of Medical 
and Hospital Resources, USPHS, the 
speakers ranged over budgets, stand- 
ing orders, admissions, the nursing 
team, and the training of aides. 


Standing Orders 


Sister M. Evangeline, G.S.I.C., 
Pembroke General Hospital, Pem- 
broke, Ontario, Canada, stated that 
policies for patient care can be em- 
bodied in Standing Orders which are 
divided into (a) those for general hos- 
pital management, and (b) those for 
hospital routine. 

There should be, said Sister M. 
Evangeline, either a ward policy 
book, in which procedures are outlined 
in detail, or a series of cards in a well- 
indexed file box to embody such in- 
formation. This system, she stated, 
has proved its merit through marked 
improvement in the care of patients, 
due to an increase in time saved 
through greater efficiency. 

The whole purpese of this organi- 
zation of orders is distorted, however, 
when changes are made verbally. It 
should be an inflexible rule that all 
changes in patient care —either in 
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Catholic Hospital Association panel has 
a pot-pourri of fact, opinion and advice 


on various phases of nursing procedure 


by 
F. JAMES DOYLE 


general or in particular—be made in 
writing. 

This policy book or file could well 
have four major parts, comprising 
orders of (1) central administration, 
(2) the medical director and proce- 
dures, (3) the nursing administrator, 
and for (4) nursing unit procedures. 
There should be, for example, direc- 
tions as to the minimum number of 
baths, the custody of the medical 
cabinet keys, etc. Likewise, the as- 
sembling of clinical charts, with nec- 
essary charting and nurses’ notes, 
preparation for examinations, admin- 
istration of dosages — all should be 
down in black and white, with specific 
instructions. 

Once such a policy is put into effect, 
one of the main problems obviously 
lies in the danger of routine continu- 
ance of orders later altered, so special 
care must be taken to clean the slate 
of superseded items. The best way, 
said Sister M. Evangeline, is to ap- 
point a committee to collect all cur- 
rent orders. This group will evaluate 
and revise them in terms of present 
usefulness. 

When this process has been com- 
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pleted, the definitive Standing Orders 
should be mimeographed and issued 
in a loose-leaf notebook (or on cards) 
to all nursing units. The book should 
not only be arranged alphabetically 
(like a dictionary), but should also 
have a complete alphabetical index in 
the rear. It is essential in replacing 
old material that the old copies be 
turned in by the different issuees and 
kept in the central record office with a 
notation as to when the replacement 
went out, and when the old order was 
returned. 

The question arose as to the meth- 
od of familiarizing patients, their 
friends and relatives with these hos- 
pital policies and routines. Three tech- 
niques were cited: patient guide- 
books, printed visitors’ slips detailing 
the routine in different departments. 
and employing an “official greeter,” 
(not one of the nuns or a social work- 
er) who would devote his or her full 
time to the job. It was stated that in 
one hospital, such an individual had 
—because of bettered public relations 
and the facilitating of the routine— 
“well earned her salary.” 


Budgets 


Vital as is the budget to the exist- 
ence and operation of the nursing 
service, it often receives too little at- 
tention from those who should be 
most interested in it. Mildred Lorentz, 
R.N., of Michael Reese Hospital, 
Chicago, pointed out that a gross mis- 
conception of the function of the 
budget may exist. “A budget,” she 
said, “is not a money-saving device; 
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it allows us to spend money more 
judiciously for what we want.” 

A cardinal principle should be that 
“Members of a group who are going 
to use the money should help prepare 
the budget.” As a control measure, 
she advocated that the “Nursing 
Service budget should be separate 
from the Nursing School budget.” 
Moreover, the director of nursing, 
whether or not she is identical with 
the director of the school, should be 
in charge of, and administer, her own 
budget. 

Miss Lorentz recommended that 
the budget be set up in the ordinary 
categories used by the accounting 
office, for the sake of uniformity, as 
“Income” and “Anticipated Expense.” 
The accounting office should, from 
time to time, let the director of nurses 
know the status of the budget in terms 
of dollars and cents. 


Admissions 


Evelyn Mercer, R.N., of the Mil- 
waukee County Hospital, discussed 
admitting and dismissal policies, 
which are increasingly a matter of 
concern to nurses, since “nurses are 
taking a greater part” in these activi- 
ties. 

To a considerable degree, a hospi- 
tal’s admitting policies depend on the 
size of the hospital. It is evident that 
a large institution in a metropolitan 
area will have a large emergency serv- 
ice, differing radically from the small- 
er hospital which admits patients on 
scheduled arrivals by regular ambu- 
lance service. 

A great deal depends on the person- 
ality of the individual who is selected 
as the admitting officer. Miss Mercer 
stressed the fact that “Great thought 
should be given to the cordial nature 
of that person,” since so much of the 
public relations program rests upon 
him or her. 

As regards dismissals, doctors are 
leaving more and more responsibility 
to the nurse, in such matters as in- 
structing the patient (or a relative) 
in the routine to follow when he ar- 
rives at home again, how to care for 
himself, and the way to self-adminis- 
ter medicines such as insulin, for ex- 
ample. 

Every dismissal should be the sub- 
ject of a conference between the doc- 
tor and the head nurse concerning its 
advisability and the post-hospital 
routine to be followed. 

Incidentally, Miss Mercer urged 
that hospitals adopt a “dismissal 
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hour”, if this practice has nut yet been 
adopted. It not only tends to facili- 
tate the handling of the hospital 
records, but allows the patient and 
his family to provide well in advance 
for transportation at a definite time. 


Nursing Teams 


Sister Barbara Ann, S.S.J., Borgess 
Hospital, Kalamazoo, Mich., dis- 
cussed the evolution of the nursing 
team, tracing it back to its origin in 
Pittsburgh in 1921, when it spread 
from the O. B. department into other 





























Consistency 








sections of the hospital. The increased 
responsibility devolving upon nurses 
meant—and still means—that nurses’ 
aides and orderlies must be called up- 
on to help the R.N. 

Nurses aides who are to be teamed 
with a R. N. must have certain basic 
capabilities and supplemental consid- 
eration. They must be shown the way 
in which the practical nurse functions, 
have a certain amount of planned, in- 
tensive instruction (at least a week), 
and have delegated to them not too 
heavy a type or schedule of duties. 
It is understood, of course, that these 
duties are dependent upon the condi- 
tion of the patient, since the acutely 
ill should have constant professional 
care, and aides are desirable as team 
partners usually in cases of sub-acute, 
convalescent and chronic patients. 

In fairness to the auxiliary member 
of the team, Sister Barbara said, there 
should be continuity of supervision, 
and access to good instruction. These 





conditions are advisable and practica- 
ble, whether a senior student or a pro- 
fessional nurse is used with aides. 

The philosophy of such teamwork, 
said Sister Barbara Ann, rests on “the 
enduring belief that together we can 
do much that we cannot do individu- 
ally.” 

The ratio is one professional nurse 
for one (or more) non-professional 
worker functioning under her super- 
vision. There should be an under- 
standing regarding the assignment of 
duties; all medicines, for example, 
should be administered by the pro- 
fessional nurse, who should assume 
the responsibility for morning report 
as well. It is important that aides not 
just be at beck-and-call, but have 
routine, scheduled duties. 

As additional comment on this sub- 
ject, Miss Lorentz stated that a pro- 
gram of training special aides at 
Michael Reese Hospital had proved 
very successful indeed. In 1946, the 
project was started with six individu- 
als; there are now 86. They are de- 
nominated “nurses’ assistants,” to 
differentiate them from ordinary 
aides, and wear a different uniform. 
Although there is a limitation on their 
duties, they are a notch above aides 
and several notches below profession- 
al nurses in the type of work they do. 
They have had 20 hours of “ad- 
vanced” instruction as a selected 
group, and are thoroughly indoctri- 
nated with the team concept. Patients, 
staff and nurses are heartily in accord 
about the immeasurable contribution 
which- these nurses’ assistants are 
making to the total non-professional 
care rendered in the hospital. 


Personnel Policies 


The principal thing to remember in 
dealing with personnel, according to 
Evelyn Mercer, is to obviate misun- 
derstanding. At the interview before 
employment, the terms of the pro- 
posed employment should be clearly 
set forth. The worker should be told 
what he can expect as regards salary, 
policy on wage increases, and what 
the chances for promotion are. 

It is generally agreed that a small 
organization will get a more homo- 
geneous type of worker, but this ideal 
should be striven for even in larger 
institutions, where the worker also 
can be made to feel that he belongs, 
and to realize that the channel of 
communication goes up just as readi- 
ly as the channel of authority de- 
scends from the top. 
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Castle No. 52 Explosion-Proof Safelight 


How to give operating teams better 
lighting with Explosion-Proof safety 


SAFER: You can insure safety by specifying CASTLE NO. 51 

the Castle Explosion-Proof Safelight. It is SAFELIGHT: The 

Underwriters’ approved for use in Class 1, No. 51 explosion- 

Group C, Hazardous Locations. proof Safelight has the 
conventional counter- 

MORE EFFECTIVE: The revolutionary balanced arm instead of panto- 

Castle Safelight helps operating teams to work graph arm of the No. 52. The 


more smoothly for two reasons: 1. It gives lamphead raises, lowers, tilts to any 
superior illumination—cool, with maximum required angle. It gives the same 


shadow reduction through a newly developed exceptional quality illumination. G . y) 
optical system; the light is color-corrected to 
give natural contrast between flesh colors. 




















Universal focus gives maximum light without 

adjustment where the surgeon is working— Ask for more information about Safelights 
2. Finger touch “pointing.” The unique Castle from your Castle dealer or write Wilmot 
pantograph arm allows even an inexperienced Castle Company, 1273 University Avenue, 
nurse to instantly point the light where the Rochester 7, N. Y. 

surgeon wants it. 


LIGHTS AND STERILIZERS 


HOSPITAL MANAGEMENT, July, 1950 69 




















Another C. H. A. Report 
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Nursing education and college levels 


NE of the most forthright of 

many declarations made during 
the Conference of Catholic Schools of 
Nursing held June 10-11 in Milwau- 
kee, Wis. (in conjunction with the 
Catholic Hospital Association’s gath- 
ering there), was that of the Rev. 
Edward B. Rooney, S.J., executive 
director, Jesuit Educational Associa- 
tion, New York City. 

In a barbed criticisim of the present 
situation in nursing education, Father 
Rooney pointed at one major evil 
which plagues the field—the almost 
too intimate interrelation in some hos- 
pitals between nursing education and 
nursing service —and endorsed the 
affiliation of three-year diploma 
schools with colleges and universities 
in which he called “a strong interlac- 
ing program.” 

With reference to the deplorable 
situation which was an aftermath of 
publication of the Brown Report, 
Father Rooney said, “The dull per- 
sistent rumble among nursing educa- 
tors has now become a great thunder- 
ing eruption ‘splitting the nursing 
profession wide open.’ It has literally 
forced us to ‘tip our hand’ and stand 
before the community and the educa- 
tional world in the defenseless posi- 
tion of not being able to agree among 
ourselves. True, a great many factors 
are involved — some of them imper- 
ceptible, but others perceptible and 
therefore open to logical study and 
survey .... While discussion of the 
situation is a healthy status—action 
is a ‘must’.” 

He did not go overboard, however, 
by advocating complete compliance 
with the total demands of the Nation- 
al League for Nursing Education. 
Recognizing current practical reali- 
ties, he declared, “I am confident that 
there is no one here . . . who has not 
indulged in discussions relating to the 
possibility of the two-year school, the 
advantage of the three-year school, 
the prestige of the four-year school 
and the ‘ultra, ultra’ predictions of 
the five-year school. However, over 
and above all these discussions echoes 
the stark realization that the United 
States of America needs the three- 
year diploma school of nursing. It is 
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safe to assume that the required and 
felt needs for nursing care here in the 
United States cannot be met without 
the three-year diploma school. We 
must agree that it be a good three- 
year school and that a small school 
is not synonymous with a poor school. 
A good school fulfills the aims and 
purposes for which it was estab- 
lished.” 

The speaker then put his finger on 
an unhealthy tendency which is all 
too prevalent. “How many schools of 
nursing have a beautiful school sylla- 
bus which is sent to prospective stu- 
dents upon request?” Father Rooney 
inquired. “Within this syllabus it is 
stated that the primary function of 
the school is education, and yet the 
list of applicants is scanned with a 
beady eye while mental recall of the 
nursing needs in the hospital is rapid- 
ly made. It is still not an uncommon 
practice to adjust the number of in- 
coming students to the service needs 
of the hospital rather than to the 
available physical and academic facili- 
ties which are essential for a satisfac- 
tory educational program.” 

To remedy this, Father Rooney 
urged a separation of organization and 
activities between the nursing educa- 
tion function and the nursing service 
function of the hospital: “Here is 
where we must clearly define Nursing 
Service and Nursing Education. Ifa 
hospital is to main tain a school of 
nursing education it must do so with- 
out sacrificing in any way the care of 
the patient by determining patient 
care by student resources. An equally 
important responsibility is the educa- 
tion of its student nurses. It is not in- 
correct to assume that the focal point 
of concentration in Nursing Educa- 
tion is the student nurse; however, 
we cannot lose sight of the fact that 
while each contributes to the other, 
yet each must possess its own plan of 
organization and activity. There must 
be close coordination and understand- 
ing between the personnel whose pri- 
mary objective is to care for the sick 


and those whose aim is to educate the 
nurse. The day of exploiting student 
nurses for hospital nursing service is 
long since gone.’ Nursing service must 
not be dependent on students, nor can 
curriculum planning be dependent on 
nursing Service.” 

If a nursing school is weak, affilia- 
tion with a college is almost manda- 
tory, he held. 

“Lack of clinical facilities within 
the school,” Father Rooney said, “or 
weakness within the faculty may pre- 
sent a major problem in constituting 
an adequate and sound curriculum. 
In order to cope with these difficulties 
it may be necessary to enlist the 
services of a college to strengthen the 
three-year diploma program .... In 
establishing a college affiliation or re- 
lationship it must be evident that the 
laboratory or library facilities will 
supplement those lacking in the three- 
year diploma school. 

“We cannot fail to realize that the 
student nurse when working in the 
college laboratory or library comes in 
contact with college students of differ- 
ent interests and who face different 
problems. Here she will have an op- 
portunity to analyze the well person 
and perhaps grasp opportunities to 
apply some positive health education. 
With this type of educational program 
the student nurse is exposed to college 
thinking and deduction. She is also 
to some extent under the jurisdiction 
of college faculty guidance which has 
particular significance for the student 
who wishes to continue into an ad- 
vanced nursing education program.” 

In conclusion and summary, Father 
Rooney used non-ambiguous lan- 
guage to underscore his basic thesis. 

“To prepare the nurse of tomorrow 
to render better patient care and to 
meet the growing needs of community 
health and welfare, we must rid our- 
selves of a poor type of educational 
program and establish, through great- 
er cooperation between the three- 
year schools, colleges and universi- 
ties, a strong interlacing program 
which will cascade into a pattern of 
nurse education of which we Catholic 
educators can justly be proud.” 
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FOR WARDS AND SEMI-PRIVATE ROOMS 





The above illustration 
shows how the rollers are 
whipped around the 
corners without jamming. 
For clearing window 
Openings and other ob- 
structions, bends in the 
channel must have no 
joints. Smooth, quiet. 





@ “Perfected” Bed Screening gives 
private room convenience and at- 
mosphere to the most occupied 
parts of the hospital. This modern 
equipment completely overcomes 
the problem of whipping curtains 
around corners without tugging or 
pushing. There is no jamming at 
the corners—no guiding or coaxing 
necessary. The curtains glide so 
easily that noise ceases to be a dis- 
turbing factor. There are no floor 
obstructions—the doctor and nurse 
have plenty of room to do their 
work at the bedside.,A smart, col- 
orful installation. Write for illus- 
trated bulletin giving complete in- 
formation and specifications. 


HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 
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Fine as they are, Crise Sadr now even : 
finer, by virtue Of two recent rements vitally impor- 
tant to surgical staffs, ee ei 
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ae TEMPERATURE Lower tem- 
perature requires a longer time to de- 
stroy bacteria—and to change ATI 
Steam-Clox from purple to green. 





8 ASEPTIC-THERMO INDICATOR COMPANY 
Dept 2459, 5000 W. Jefferson Blvd. 

Los Angeles 16, California 

Please send me samples of ATI Steam-Clox and 
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A flexible state program 


for nursing education 


In Illinois, university affiliation 


responds fo nursing school needs 


By E. ELIZABETH GEIGER, R.N. 


Director, University of Illinois-Cook 
County School of Nursing, 
Chicago, Illinois 


HE University of Illinois plan 

for the program in nursing educa- 
tion began some years ago. The uni- 
versity recognized after considerable 
study the need for a type of educa- 
tional program which would attract 
more qualified men and women to 
nursing. 

The “sensitivity” on the part of the 
university to meet the needs of the 
State for increased numbers and qual- 
ity of nursing personnel is evidenced 
by the flexibility and the scope of the 
nursing education program which 
has just been started. That there is 
flexibility in this program is shown 
by the fact that credit is given for 
work taken in other accredited col- 
leges. A student having completed a 
pre-nursing course in an accredited 
college comparable to the course re- 
quired at the University of Illinois 
will qualify for a degree of bachelor 
of science in nursing from the Univer- 
sity of Illinois after completing the 


professional education and clinical 


experience in nursing at one of the 
affiliated schools of nursing. In other 
words, the university accepts the pe- 
riod in residence at one of the affiliat- 
ing schools as meeting the residency 
requirement of the university. 

A second evidence of flexibility in 
the degree program is the recognition 
given to students who enter the three 
year school of nursing program first. 
After receiving their diploma in nurs- 
ing from one of the affiliated schools 
these students may qualify for the de- 
gree by taking two years or sixty 
semester hours of the prescribed cur- 
riculum at an accredited college. 

A third evidence of flexibility in 
the degree program is the general 
curriculum of the university which 
is so designed as to facilitate transfer 





City. State. 
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A paper read May 2, 1950 at the Tri-State 
Hospital Assembly, Chicago. 


in or out. For example, a student who 
finds she is unsuited for nursing may 
transfer from the pre-nursing curricu- 
lum into the general curriculum with- 
out loss of credit, provided her college 
work is acceptable. Likewise a stu- 
dent may not decide until her second 
year in college that she wants to go 
into nursing. In this event she can 
transfer from the general curriculum 
to that of pre-nursing without the loss 
of college credit. 

Although the program provides for 
a good deal of flexibility, it is large 
in scope and educationally sound be- 
cause the curriculum is designed to 
give a good general background as 
preparation for living as well as for 
the profession. The curriculum pro- 
vides for a background of the human- 
ities and social science which is neces- 
sary for a truly liberal education. 

As stated before, the flexibility of 
the degree program is evidence that 
the university is aware of the need 
for offering a program which would 
attract more qualified men and wom- 
en into nursing. Another indication 
is the extension program which is of- 
fered to graduate nurses in any local 
hospital where there is a demand. 
The university will teach extension 
courses to those groups whenever 
there is a request for a class of 25 or 
more. At the present time there are 
two courses in Chicago being taught 
to graduate nurses, one on the south 
side and one on the west side. These 
courses are in English Literature and 
carry full university credit. The 
selection of the courses offered was 
based on the expressed wishes of the 
nurses who were interested. 

The university, as a tax supported 
institution, feels its responsibility for 
nursing because it is a service profes- 
sion. Through the coordinator of the 
affiliation program an active pro- 
gram of recruitment for nursing is 
being carried on. Emily Cardew, the 
coordinator, recruits not just for the 
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Is this newborn infant’s name Ross or 
Moss? Kane or Payne? Does he belong to 
the Archibald Smiths or the Spencer Smiths? 
There is no doubt when Deknatel Name-on 
Beads are sealed on baby at birth. Deknatel, 
“the original’ Name-on Beads are color fast, 
indestructible, inexpensive. Not affected 

by washing or sterilizing. The neck- 
lace stays on until it’s cut off. 










J. A. Deknatel & Son 
Queens Village 8, (L.1.), N.Y. 
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DEKNATEL "naine-on- vcao: 
‘““NAME-ON” BEADS 
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NURSING 
IN PREVENTION 
AND CONTROL OF 
TUBERCULOSIS 


By H. W. Hetherington, M.D., 
M.R.C.P. (London), Chief of 
Clinic of the Henry Phipps Insti- 
tute, University of Pennsylvania 


And Fannie W. Eshleman, R.N., 
B.S. Supervisor of Public Health 
Nursing of the Henry Phipps In- 
stitute, University of Pennsylvania 


Third Revised Edition 


This widely accepted text is soon 
to appear in a completely revised 
and reset form. It contains the 
latest available data on morbidity 
and mortality from tuberculosis, 
laboratory examinations, detec- 
tion of case finding, consideration 
of antibiotic treatment, surgical 
treatment, rehabilitation and 
compulsory isolation of infectious 
patients. Special attention is 
given to the nursing care of the 
patient, including the sociologi- 
cal and psychological aspects. 


Price and publication date 
to be announced 


G. P. PUTNAM’S SONS 
2 West 45th Street 
New York 19, N. Y. 


ae a 


HOSPITAL MANAGEMENT 


LEADS 


the Field in Hospital Coverage 
and Departmental Penetration. 











Your advertising in 
HOSPITAL MANAGE- 
MENT reaches execu- 
tives who initiate hospital 
purchases. For rates, 
write: 


HOSPITAL MANAGEMENT 
200 E. Illinois St., Chicago 11 
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University of Illinois but rather for 
all nursing. During this past March 
she referred 51 students to 19 schools 
of nursing in Illinois not affiliated 
with the university. She also offers 
counseling service to schools of nurs- 
ing in Illinois. Recently she spent 
one and one-half days in four schools 
outside the Chicago area and another 
two days in an area downstate in 
which a school of nursing is to be es- 
tablished. The services of the coordi- 
nator are voluntary and confidential. 

The affiliated program for nurs- 
ing education with the University of 
Illinois, we believe, is educationally 
sound because of its general educa- 
tional curriculum and the university’s 
recognition of the national profes- 
sional accrediting as criteria for the 
professional part of the program. The 
university felt that this accreditation 
would give assurance that the work 
at the professional schools would 
meet college standards. The program 
has the counsel of both nursing edu- 
cation and general education; it has 
an advisory committee with repre- 
sentatives from each of the affiliating 
schools and from the university. It 
provides for faculty rank of its nurse 
instructors and it has a nurse coordi- 
nator who acts as advisor to the pre- 
nursing students. 

We feel there are some educational 
weaknesses in the program for we rec- 
ognize in principle it is better for all 
the students to have the pre-nursing 
curriculum before the professional 





course rather than to have the pro- 
fessional course first. However, we 
are sensitive to the need for the diplo- 
ma nurse and are aware of the fact 
that many young women cannot take 
the college program first. We there- 
fore are making it possible for her, if 
she so desires, to obtain the degree 
through this program. The degree 
and diploma students are together in 
the same school of nursing but ad- 
justments are made in the curricu- 
lum. 

The hospital schools of nursing at 
present affiliating with the university 
in the nursing program are Michael 
Reese, Presbyterian, and St. Lukes. 
The University of [Illinois-Cook 
County School of Nursing also offers 
a similar program. 

The degree, bachelor of science in 
nursing, is granted after two years of 
the prescribed pre-nursing curriculum 
at either the University of Illinois or 
an accredited college followed by ap- 
proximately two and one-half years 
in one of the affiliating schools of 
nursing. Students registering for the 
prescribed pre-nursing course at an 
educational institution other than the 
university should seek counsel with 
the nurse coordinator of the Univer- 
sity of Illinois. 

In conclusion, may I say that the 
University of Illinois is attempting 
to serve the people of the state better 
by means of the affiliated program in 
nursing which aims to improve both 
the quantitative and qualitative as- 
pects of nursing. 








Shown holding plaques awarded to the organizations they represent are, left to right: 
W. E. Hennerich, M.D., hospital commissioner, City of St. Louis; Kenneth W. Hood, 
Better Business Bureau; Mrs. John J. Ney, Practical Nurse Committee, St. Louis 
Council on Community Nursing; J. S. Nants, assistant superintendent, Board of 
Education, City of St. Louis. The awards were bestowed by the Greater St. Louis 
Hospital Council for the cooperation of these organizations in inaugurating and 
sponsoring the practical nurse training program under the city’s Board of Education 
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eee THE FENWAL TECHNIC 


With the mounting demands for surgical fluids, whole 
blood and plasma, progressive hospital planning con- 
siders the economic importance of the FLUIDS PRO- 
DUCTION SUPPLY—a vital, centralized service embrac- 
ing facilities for processing requirements independent 
of outside sources of supply. 


FENWAL EQUIPMENT 

not only offers unprecedented safety and economy in 
the preparation, sterilization, storage and administra- 
tion of Sterile Solutions . . . a major part of its component 
elements are actually essential to the blood bank facil- 
ity as well. 

Nationwide hospital experiences substantiate the 
consistent degree of accuracy and safety attainable by 
any properly trained attendant . . , far less difficult than 
that of collecting blood and producing plasma. Hos- 
pitals, large or small, can cut costs by this timely instal- 
lation . . . only negligible space is: required. 


ORDER TODAY or write for further information 


MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge 39, Massachusetts 





Short-cut to SURGICAL FLUIDS ECONOMY 


Heavauarters FOR SCIENTIFIC 
GLASS BLOWING. LABORATORY 
AND CLINICAL RESEARCH AP- / 
PARATUS, REAGENT CHEMICALS 











Save Syringes 


CUT TIME AND WORK 


FOR STERILIZING 1, 
Van Tp, 


HOLDER 
Ideal for Wards... 
Surgery .. . Clinics 
. . . Central Supply 
Stainless steel container with no dirt-catching corners or 
parts. Easy to clean, easy to use. Stores needles with 
syringes for instant use. Saves time and work in Central 
Supply. Eliminates di wrapping for sterilizing, re- 








duces breakage to a minimum. Syringe parts cannot be 
mixed. Syringes can be removed from the MIZUR without 
contaminating sterile field. Now available in 24 syringe 
capacity at your dealer. 


Dealers: For information on territories write to: 
MIDWEST SURGICAL SUPPLY CO. 


2968 Poppleton Street Omaha, Nebraska 
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“DYSEPT” 


(CONTAINING HEXACHLOROPHENE) 
REDUCES SKIN BACTERIA 


“DYSEPT" is the new antiseptic liquid soap which effec- 
tively reduces skin bacteria count. Containing 5% hexa- 
chlorophene to the anhydrous soap content, “Dysept” is 
both bactericidal and bacteriostatic with continuous daily 
use. It is ideal for use by surgeons, physicians, clinics, 
hospitals and food handlers. 


Plates showing resi- 
dent bacteria on 
skin before and 
after using ’Dysept” 
regularly for four 
days. 





BEFORE AFTER 


LABORATORY TESTS REVEAL THESE FACTS 
1. “Dysept” reduces bacterial skin flora to about 5% of the 
usual amount and maintains that level with regular use. 


2. “Dysept” leaves an invisible, bacteriostatic film on skin 
not removed by rinsing. 


3. “Dysept” reduces surgical “scrub-up” contact time with 
daily use. 


4. “Dysept” is non-toxic and non-irritating—acts effec- 
tively even when diluted with water. 
Available Through All DAVIES-YOUNG Distributors 
“DYSEPT" Hand Lotion with hexachlorophene — Another product of 


THE DAVIES-YOUNG SOAP CO., DAYTON. OHIO 
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Check With Bishop for 
Your Hypodermic 
Needle 
and 
Syringe Requirements: 


“Blue Label" Needles 
Regular Luer 
Security Stop 
Quincke Spinal 
Pitkin Spinal 
Caudal Spinal (Malleable) 
Lemmon Spinal (Malleable) 
Dental 
Tonsil 
Infusion 
Blood Donor 
Plasma 
Plasma Processing 
Whole Blood 
Wasserman 
Needle Electrodes 
Platinum Alloy 
“Blue Label" Glass Syringes 
“Sempra” Interchangeable Syringes 
Metal Syringes 
“Blue Label" Thermometers 


J. Bishop & Co. 


Platinum Works 
MEDICAL PRODUCTS DIVISION 
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The New WAUSTED 
WHEEL STRETCHER 

















...SAVES STEPS AND 
STRAIN FOR NURSES 


The Hausted “Easy Lift” re- 
quires only one nurse to care 
for even the heaviest patient -- 
the stretcher does all the work. 


By turning one 
control the 
patient is tran- 
ferred from 
stretcher to bed, 
quickly, easily 
and safely. 


HAUSTED 


HAUSTED 
Cagle 


WHEEL STRETCHERS 


MANUFACTURING COMPANY 
MEDINA, OHIO 








Nurse recruitment ad campaign 
for 50,000 students under way 


PPROXIMATELY 50,000 

young women will have to enter 
nurses’ training schools across the na- 
tion this summer if minimum nursing 
requirements for the 18 million 
Americans hospitalized annually are 
to be maintained. This means that 
about one out of every twelve of this 
year’s feminine high school graduates 
must begin training for the profession 
before next September in order to 
meet the quota requirements. These 
figures are derived from the results 
of a survey of nursing schools made 
by the National League of Nursing 
Education. 

In other words, the country is 
again faced with a more than critical 
shortage of nurses as any frustrated 
director of nursing service or ex- 
hausted floor nurse will testify, and 
this is in spite of the fact that more 
young women have been enrolling in 
nursing schools than ever before. 

To help muster more recruits for 
the nursing profession, the Advertis- 
ing Council, Inc., New York, N. Y., 
with the cooperation of the J. Walter 
Thompson Advertising Agency, has 
launched a nation-wide advertising 
campaign. The Advertising Council 
is a non-profit organization which is 
supported and operated by adver- 
tisers, their agencies and advertising 
media groups and which is dedicated 
to the use of advertising as a tool in 
the solution of national problems; 
they have contributed their services 
to U. S. Savings Bond drives, the 
fight against tuberculosis and many 
other important campaigns. 

The nurse recruitment drive was or- 
ganized at the instigation of the Com- 
mittee on Careers in Nursing spon- 
sored by the nursing profession and 
composed of representatives of the 
American Medical Association, the 
American Hospital Association and 
many other interested groups. This 
is the tenth campaign conducted by 
the Council for this purpose since 


Critical nursing shortage 
stirs prominent agency 


to contribute its services 





Booklet illustrated with clever line 

drawings published by the Committee 

on Careers in Nursing, 1790 Broadway, 

New York, N.Y., containing complete 

details of a career in nursing—its ob- 
stacles and rewards 


1943 but the first since 1948. An es- 
timated 30 million dollars in adver- 
tising space and time has been con- 
tributed by American business in be- 
half of the Council’s nurse recruit- 
ment campaigns since 1943. 

The present campaign, designed to 
spotlight student nurse recruitment 
for both professional and practical 
nursing through the concentrated use 
of national advertising media, got 
under way June 5 with recruitment 
messages on leading. network radio 
programs and will include newspaper 
advertising, television and radio sup- 
port. A poster with the caption “Nurs- 
ing—Career with a Future for You” 
as well as a list of nursing schools and 
their requirements has been sent out 
to the 28,000 high schools in the 
country by the U. S. Office of Educa- 
tion, the first such mailing ever made 
by that office. 

Advertising mats from the Thomp- 
son agency have been sent out to 5,000 
weekly and 1,800 daily newspapers. 
Booklets entitled “Nursing —Is It 
Your Career,” a picture study of 
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nurse’s training; “Nursing Offers You 
a Choice on the Health Team,” giv- 
ing pertinent facts about practical and 
professional nursing, and “Nursing— 
Career with a Future for You,” the 
poster slogan (see cut), will be used 
in the campaign through the state and 
local recruiting organizations. 

The Advertising Council suggests 
that the reasons for the increased de- 
mand for trained nursing personnel 
include the following: 1) Steadily in- 
creasing birthrate and over-all popu- 
lation increase, 2) the rapid growth 
of voluntary health insurance pro- 
grams, making hospital bills easier to 
pay, 3) increasing confidence in hos- 
pitals, 4) the expansion of industrial 
nursing programs, and 5) improve- 
ments in medical treatments and the 
use of “wonder” drugs. 

The Committee on Careers in Nurs- 
ing reports an increase in the number 
of inquiries about nursing as a career 
and a record number of students tak- 
ing the pre-nursing guidance tests 
early this year. The Committee, op- 
erating on a fairly limited budget 
($23,000 in 1949), has confined its 
activities to three major areas—1) an- 
swering the thousand or more month- 
ly inquiries from prospective students, 
2) serving as a central point of ex- 
change for information on recruitment 
ideas, and 3) fulfilling the requests of 
national media bodies for information 
on career opportunities in nursing. 
With the cooperation of the Adver- 
tising Council and state and local re- 
cruiting groups, the effectiveness of 
the Committee’s good work should be 
greatly increased. 

The volunteer co-ordinator for the 
campaign is Anson C. Lowitz, a vice- 
president of J. Walter ‘Thompson who 
handled the Council’s recruitment 
campaigns for the U. S. Cadet Nurse 
Corps program and Army and Navy 
nurse recruitments during the war. 


Resuscitator story 
told in ‘Post’ 

Robert M. Yoder tells the story of 
the resuscftator in an article in the 
June 24, 1950 Saturday Evening Post. 

First conceived by Dr. George A. 
Johnstone, professor of surgery in the 
College of Medical Evangelists, a 
Seventh Day Adventist institution in 
California, it was built by Dr. John- 
stone’s brother-in-law, C. N. Erick- 
son. The device passed its initial tests 
as far the inventors are concerned 
but it ran into bitter opposition in the 





east until the opposition was over- 
whelmed by the success of the instru- 
ment. 

Most of the resuscitators are made 
by E. & J. Manufacturing Company, 
Glendale, Calif., named from the 
initials of the inventors, and the J. H. 
Emerson Company, Cambridge, Mass. 





Central New York 
Hospital Council 


The Central New York Regional 
Hospital Council has recently been 
established at 407 South State Street, 
Syracuse (2), New York. The area 
which the Council serves covers 15 
counties in Central New York State. 


The Council was formed to bring 
about closer cooperation among the 
various hospitals of the region in order 
to promote economy and efficiency, to 
study their various common prob- 
lems, and interchange ideas and opin- 
ions among hospitals. Further, the 
Council expects to familiarize the 
citizens of the region with the kind, 
quality and scope of hospital services 
now rendered by hospitals. 

Dorothy A. Hehmann was ap- 
pointed executive secretary April 1, 
1950. The officers and directors are 
as follows: Miriam Curtis, president; 
Carl P. Wright, Jr., vice-president; 
and Robert Eleazer, secretary and 
treasurer. 















EASY ONE-DIAL CONTROL 


of Aspirator 
Resuscitator 
Respiratory Rate 
Inhalator 
Oxygen Flow 
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«9 RESUSCINETTE 


For the FIRST TIME! : 
EVERYTHING IN ONE UNIT for the 
LOGICAL SEQUENCE OF TREATMENT 
of ALL NEWBORN INFANTS 


% A TRANSPARENT COVERED CRIB to receive 






the infant. 


* A controlled WARM, MOIST ATMOSPHERE 


within the crib. 


x ADJUSTABLE HEAD SUPPORT, lowered for 


normal cases, raised for cerebral 
hemorrhage cases. 


x BUILT-IN ASPIRATOR. 
* BUILT-IN RESUSCITATOR with mask and 


intra-tracheal catheter. 


% REGULATED OXYGEN ATMOSPHERE in 


covered crib when natural breathing is 
established. 


% COMPLETELY PORTABLE so infant can be 


transferred to Nursery through corridors, 
in elevators, etc., without disturbing 
temperature, humidity or oxygen 
atmosphere and without exposure 
or handling. 


See the new Resuscinette, 
operate it yourself. Write for 
free demonstration TODAY | 


E & J) MANUFACTURING CO. 
6115 San Fernando Road 
Glendale 1, California 
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Streptomycin— white hope 
in modern TB therapy 


N reporting on this subject it is 

necessary to touch on bacteriol- 
ogy, clinical tuberculosis, synthetic 
chemistry, and laboratory animal 
studies. I cannot profess expert 
knowledge in any of these fields, 
much less in all of them. Therefore, 
let mie emphasize the fact that I am 
merely reporting a development 
somewhat in the same way, although 
probably not nearly as well, that it 
might be reported by a science writer 
for one of the newspapers. 

The great reduction in tuberculosis 
deaths during the past fifty years is 
mentioned so frequently and in such 
enthusiastic language that we are like- 
ly to get the impression that the fight 
against this disease is all but won. 
But this fight is obviously not won 
for many thousand sufferers who are 
very seriously ill and may die of tu- 
berculosis. And certain other facts 
should remind us of the seriousness 
of the tuberculosis problem. It is es- 
timated there are 250,000 known, ac- 
tive cases of tuberculosis in the United 
States. The total number of cases is 
estimated much higher, sometimes 
500,000 or more. 

The number of deaths from tuber- 
culosis is greatly exceeded by those 
from cardiovascular-renal disease, 
and by those from cancer, accidents, 
and from congenital malformations 
and diseases of infancy. The tubercu- 
losis death total also falls short of the 
figure for pneumonias and influenza. 
But tuberculosis deaths are still about 
30 per 100 thousand of population, 
thus ranking sixth, and exceeding 





Charles E. Dutchess, M.D., author of this 
paper, is medical director of Schenley Lab- 
oratories, Inc. The paper was read Feb. 7, 
1950 before the Research & Development 
Section of the American Pharmaceutical 
Manufacturers Association at Cleveland, O. 
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By 
CHARLES E. DUTCHESS 
M.D. 


Waksman’s discovery in 1944 climaxed a long series 
of forward steps in the battle against tuberculosis 


deaths from diabetes mellitus, liver 
and gall bladder disease, suicide, and 
syphilis. Although tuberculosis causes 
only 6.9% of deaths occurring at 54 
years and older, and 7.7% in the 35 
to 54 group, it accounts for 8.5% of 
deaths between ages 5 and 19, and is 
the leading cause of non-accidental 
death between 15 and 35. But no 
statement of mortality gives a satis- 
factory picture of the tuberculosis 
problem. Hobson and McDermott’ 
say, “Pulmonary tuberculosis..., 
especially in the chronic stages, is the 
most important therapeutic problem 
among infectious diseases today. It 
causes a greater loss of useful man- 
power and kills more young adults 





Resolution of the C. H. A. on 
Standards of Hospital Pharmacy 
Practice, June 15, 1950: 


BE IT RESOLVED, That the 
Catholic Hospital Association, 
upon recommendation of its 
Second Institute for Hospital 
Pharmacists, approves in prin- 
ciple the minimum standards for 
hospital pharmacy service pro- 
posed by the American Society 
of Hospital Pharmacists on the 
condition that their implementa- 
tion will be a long-range pro- 
gram involving not less than ten 
years, during which period, the 
application of this draft of 
standards may be subjected to 
a trial test to determine their 
suitability for final adoption; 
and on the further condition that 
proper consideration be given 
to the many problems in phar- 
macy practice centering around 
the size of the hospital, its type 
of service and the extent of its 
educational program. 











than any other infection in the U.S.” 

Edwards and Drolet? say: “In the 
years between 1940 and 1947 the 
number of deaths from tuberculosis 
in the United States decreased 20%. 
However, in the same period the new 


reported cases rose 33%; moreover, — 


we know that the known cases are 
perhaps only half of the problem that 
really exists.” These authors ask, “Is 
it not time that we raise our sights 
from the cemeteries and premature 
graves to the living tuberculous who 
really need our attention and for 
whom we can still do something?” 
They say it must be obvious that so 
long as the number of new cases re- 
mains constant or, even increases, 
“this scourge of mankind is not only 
not under control, but is in fact get- 
ting out of control.” 


There is still much that is not un- 
derstood about the relation between 
the tubercle bacillus and its human 
host. Dubos® reminds us that tubercu- 
losis mortality began to decrease two 
decades before the tubercle bacillus 
was discovered; half a century be- 
fore adoption of such measures as 
early detection, segregation of patients 
in sanatoria, and treatment by bed 
rest, pneumothorax, and other forms 
of collapse therapy; almost a century 
before the first specific antitubercu- 
lous drugs (streptomycin “*and para- 
aminosalicylic acid) became avail- 
able. Although various explanations 
of this curious fact are offered, Dubos 
says there is one fact of which we can 
be almost certain: “The bacillus itself 
has not changed much.” It is still as 
virulent as it was in the days of the 
“White Plague.” 

What are the properties a bacterial 
species must have to live as a para- 
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site? Obviously, it must be able to 
survive and multiply in the tissues 
and tissue fluids of the host. It must 
be able to withstand the host’s natural 
defensive mechanisms, such as phago- 
cytosis, bacteriolytic enzymes liber- 
ated by the tissues, antibodies and 
special blood proteins which can ag- 
glutinate and immobilize _ bacteria. 
The parasite must “live with” the 
body of the host, living upon it but 
not immediately destroying it, nor 
irritating the body to the point where 
the host destroys the parasite. Final- 
ly, the parasite must be able to leave 
the body through some portal of exit 
such as the nose or mouth, the stools, 
or by insect vector, in viable form, so 
that some of the migrating parasites 
can perpetuate the species after the 
death of the present host, and of the 
parasites in his body. In the light of 
these requirements, let us recall some 
of the peculiar characteristics of the 
tubercle bacillus. 

Mycobaterium tuberculosis belongs 
to a group of bacteria most of which 
are saprophytes living at random in 
nature, where they have to synthesize 
essential nutrients from very elemen- 
tary sources. It is a slow multiplier, 
requiring about 36 hours for cell di- 
vision, as compared to most patho- 
genic bacteria which divide every 20 
to 60 minutes. Thus, 10 to 14 days 
are required to produce visible growth 
even on very nutritious media. But, 
this organism can grow on the sim- 
plest kind of media, media contain- 
taining only a few salts, only glycer- 
ine as a source of energy, and am- 


monium alone as a source of nitrogen. 

It is one of the few species of acid- 
fast bacteria which are pathogenic, 
and only two strains of this organism 
are pathogenic for man, i. e. the bo- 
vine and human strains. The bacillus 
is long and slender, non-motile, and 
not a spore producer. It contains 
large amounts of fat and wax, about 
30% of its dry weight. This fatty, 
waxy composition is responsible for 
the acid-fast property, and also 
makes the organism hydrophobic, so 
that the colony and the individual 
bacilli resist penetration by ordinary 
aqueous antiseptics, chemotherapeu- 
tic drugs, and other adverse sub- 
stances in the environment. 

The bacillus contains also a poten- 
tially poisonous substance, the well- 
known tuberculin, a protein fraction 
to which human tissues become sen- 
sitive. This, however, is not the pri- 
mary cause of virulence, being pro- 
duced by avirulent as well as viru- 
lent strains. Dubos* says the virulent 
bacilli have several physico-chemical 
characteristics mo¢ usually found in 
their avirulent counterparts. They 
bind neutral red (and certain other 
dyes) in the form of a red salt even 
when the dye is added in extremely al- 
kaline media in which the dye would 
ordinarily become yellow. Thus, he 
says, the tubercle organisms have 
some unusual characteristics which 
differentiate them from other living 
cells. 

This organism has another peculiar 
property. Bloch has shown that when 
ingested by phagocytes, virulent ba- 
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Above is the speakers’ table at the recent meeting of the Indiana Hospital Association 
in Indianapolis. Shown are, left to right: Mrs. Albert G. Hahn, associate secretary 
(Protestant Deaconess Hospital, Evansville), Albert G. Hahn, executive secretary 
(Protestant Deaconess Hospital, Evansville), Milo Anderson, past president (Methodist 
Hospital, Gary), Mrs. Helen Boyer, president (Dunn Memorial Hospital, Bedford), 


Mrs. Arthur Fairbanks, president of Indiana Association of Women’s Hospital Aux- 


iliaries (Indianapolis), and Dr. Martha O’Malley, director of Division of Hospital and 
Institutional Services, Indiana State Board of Health 
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cilli immediately render the phago- 
cytes motionless. Moreover, bacilli 
which have been ingested by phago- 
cytes may still retain their vitality. 
This would appear to be one of the 
ways in which the organism resists 
the defensive actions of the host. 
Thus, the tubercle bacillus is recog- 
nized as one of the best adapted bac- 
terial parasites capable of infecting 
man, and its success is best shown by 
the fact that the human race has suf- 
fered from tuberculosis for thousands 
of years. 

Now let us briefly review the char- 
acter of the disease. Man is relative- 
ly resistant to tuberculosis, and al- 
though infection is very common, 
Amberson‘ says less than 10% of all 
those infected die of the disease. In 
this country about 90% of tubercu- 
losis is pulmonary, and this form 
usually accompanies the others. Pul- 
monary infection is insidious in onset 
and notoriously chronic. Even when 
the disease is active, it usually con- 
tinues for months, and very frequent- 
ly for years. And of course after the 
disease is “arrested,” the patient 
usually carries in his body a_ great 
many living tubercle bacilli which are 
walled off by fibrous tissue but are 
still virulent and capable of again 
causing an active, spreading infection. 
The clinician who treats pulmonary 
tuberculosis must be content with 
clinical recovery; he cannot hope to 
get “bacteriologic cures” or “patho- 
logic cures.” 

In visualizing earliest attempts to 
treat tuberculosis, we must remember 
that its various manifestations were 
not recognized as parts of the same 
disease until Laennec discovered this 
relationship. Even then, the idea was 
not accepted until after Koch had 
discovered the bacillus in 1882. 

D’Arcy Hart® in reviewing prog- 
ress made in therapy of tuberculosis 
during 100 years, calls the period 
1850-1880 the “pre-chemotherapeutic 
period,” in which medicine had only 
a few traditional specifics of value in 
infectious diseases—cinchona for ma- 
laria, mercury for syphilis. Hart 
designated 1880-1910 as the “tenta- 
tive period of chemotherapy,” in 
which success was attained in treat- 
ing protozoal and spirochetal diseases 
with synthetic substances, trypan red 
and arsphenamine. In this period tu- 
berculin was discovered and used 
therapeutically but with disappoint- 
ing results. The period 1910-1935 
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saw the first success with a synthetic 
substance in systemic experimental 
bacterial (pneumococcal) infection 
(1911). Chemotherapeutic tests with 
synthetic and natural substances in 
experimental tuberculosis were nega- 
tive or inconclusive. This period in- 
cluded what Hart called “the Gold 
Decade,” in which gold salts were 
widely and rather indiscriminately 
used, with eventual realization that 
they have a very limited field of use- 
fulness. 

For several years following 1935, 
medical therapy was dominated by 
an epochal development. Mietzsch 
and his associates in the Bayer Com- 
pany Laboratories at Elberfeld made 
a series of new synthetic chemothera- 
peutic agents, and Domagk, another 
Bayer scientist, found that one of 
these compounds named Prontosil 
had astounding effectiveness in com- 
bating, even eradicating, certain fatal 
bacterial infections, particularly 
streptococcal infections. This impor- 
‘ant discovery led to the rapid de- 
velopment of other sulfonamide drugs 
we have all become familiar with— 
drugs which have saved countless 
lives and are still being made by the 
ton and used all over the world for 
the prevention and treatment of nu- 
merous serious infections. 

When it became apparent that the 
sulfonamides were not clinically ef- 
fective in tuberculosis, the synthetic 
chemists of the pharmaceutical indus- 
try naturally went on with their 
search for an antimicrobial agent 
which would kill or control the tu- 
bercle bacillus and still have low 
enough toxicity for clinical use. Some 
of the sulfones showed promise, be- 
ing the first agents ever to exert sig- 
nificant effects in guinea pig tuber- 
culosis. This led to the development 
of several hundreds of sulfone com- 
pounds and their testing in the lab- 
oratory. Of these, Promizole, Dia- 
zone, and more recently Sulfetrone 
have been found useful, particularly 
in conjunction with streptomycin, and 
are still being studied and used. 

Waksman’s discovery of strepto- 
mycin in 1944 was historic, crowning 
many years of patient investigation 
with a brilliant achievement. As you 
all know, streptomycin is effective 
not only in tuberculosis but in tulare- 
mia, hemophilus influenza infections, 
urinary tract infections, and various 
other serious infections, particularly 
those. due to gram-negative bacilli. 


Streptomycin is most noteworthy for 
its dramatic effect in tuberculous 
meningitis and miliary tuberculosis 
conditions which had been uniformly 
fatal before streptomycin became 
available. Development by the phar- 
maceutical industry of methods for 
mass production of streptomycin was 
also of historic importance. By this 
great technical and industrial feat, 
the industry has brought the produc- 
tion of streptomycin from a mere 
handful to tremendous quantities. In 





December of last year, the total 
quantity of streptomycin and dihy- 
drostreptomycin certified by FDA 
was 10,238,766 grams—over eleven 
tons. 

Referring to the pioneer work of 
Feldman and Hinshaw,* Hart° says, 
“The successful results observed with 
the streptomycin treatment of experi- 
mental tuberculous infections in 
guinea pigs heralded the first real ad- 
vance in the long struggle against this 
disease. Moreover, these results re- 
vealed the error of the ideas previous- 
ly held by many that, in order for the 
chemotherapy of tuberculosis to be 
successful, it would be necessary to 
overcome the obstacle of the sup- 
posed fatty coat of the tubercle bacil- 
lus (streptomycin is water-soluble 
yet apparently passes into the cell).” 

That streptomycin is a life-saving 
drug in many tuberculous infections 
is well known. Its toxicity and its 
tendency to stimulate the emergence 
of streptomycin-resistant tubercle ba- 
cilli are also well known. But evalua- 
tion of its usefulness and evolution 
of the best methods of its adminis- 
tration are by no means complete. 
For this purpose the great clinical and 
professional resources of the Veterans 
Administration, together with those 
of the National Institutes of Health, 
and of the American Trudeau Society, 
have been mobilized. These workers 
have been treating and observing 
hundreds of tuberculosis patients in 
hospitals and sanatoria in various 
parts of the country. The study has 
not been limited to streptomycin, but 
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has included the recently introduced 
paraaminosalicyclic acid, and stand- 
ard surgical procedures and medical 
and nursing care. 

The usual emergence of streptomy- 
cin-resistant strains of tubercle ba- 
cilli following a period of effective 
therapy has proved to be a major dis- 
advantage. Many workers have 
sought to remove this obstacle by ad- 
junctive therapy with a second thera- 
peutic agent. Bernheim’ observed in 
1940 that salicylic acid and benzoic 
acid increase the oxygen consumption 
of the tubercle bacillus, and concluded 
that “similar chemical configurations 
possibly play a part in the metabo- 
lism of the bacillus.” Lehmann® in- 
troduced an amino group in the 4- 
position of salicylic acid, thus pre- 
paring paraaminosalicylic acid (which 
Mietzsch® says was first synthesized 
in 1889). Lehmann discovered in 
1946 that paraaminosalicylic acid 
had a certain degree of bacterio- 
static action on the tubercle bacillus. 
His report has since been confirmed 
by additional studies, both in animals 
and in human subjects. In reporting 
his in vitro studies, Sievers*® said, 
“All of my tests of the inhibitory ac- 
tion of PAS on the growth of the tu- 
bercle bacillus have given results 
which appear to agree completely 
with the observations of Lehmann. . .” 
Youmans"! also confirmed the inhibi- 
tory effect of PAS in vitro and in vivo 
in experimental studies on mice. 
About a year later, Feldman,** Karl- 
son, and Hinshaw demonstrated the 
retarding effect of the drug on the 
development of experimental tuber- 
culosis in guinea pigs. As a result of 
studies made at eleven hospitals, it 
was reported at the eighth Strepto- 
mycin Conference in Atlanta last 
November that the combination of 
PAS with streptomycin reduces the 
risk of developing streptomycin-re- 
sistant tubercle bacilli during the first 
six months of treatment. This action 
was determined only in the acute 
form of the disease, and has not yet 
been observed in other forms of tu- 
berculosis. Moreover, this favorable 
action of PAS was demonstrated only 
in large dosage, which caused dis- 
comfort to some patients. The point 
was made, also, that streptomycin is 
effective only in certain forms of 
tuberculosis, and the findings re- 
ported should not be interpreted as 
indicating that a combination with 
another drug will be effective in those 

















forms of the disease in which little 
result would be expected from strepto- 
mycin alone. 


The difficulties of evaluating anti- 
microbial agents in human tubercu- 
losis are much greater than would be 
supposed by anyone not familiar with 
the problem. Reporting on the study 
now being made by the Veterans Ad- 
ministration, Walker and Barnwell ** 
say, “It would be useful to recall the 
factors which make clinical tubercu- 
losis unusual: (a) the many anatomi- 
cal subdivisions into which it must be 
divided, subdivisions which are con- 
nected only by a common etiology 
and pathology and are so disparate 
from each other that one is faced, 
really, with a whole dictionary of 
diseases rather than with a single 


entity; (b) the extraordinary chron- 
icity, which makes necessary a long- 
continued period of observation; (c) 
the difficulty, the impossibility in 
any single instance except those of 
miliary and meningeal tuberculosis, 
of prophesying recovery or death, 
which makes necessary the observa- 
tion of many cases; and (d) the pecu- 
liarities of the bacillus which make it 
difficult of culture and different in 
its virulence against various racial 
and familiar groups.” 
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New Pharmaceuticals 


Cortisone available 


Early this month, Merck & Co., 
Inc., Rahway, N. J. manufacturing 
chemists, made “Cortone,” their brand 
of Cortisone, available to the 6500 
hospitals registered by the American 
Medical Association. These institu- 
tions, listed in the May 6, 1950 is- 
sue of the JAMA, will be supplied 
with packages containing 900 milli- 
grams of the substance which has 
proved so effective in the treatment 
of rheumatic diseases since it was first 
used at the Mayo Clinic, Rochester, 
Minnesota. Because it is felt that Cor- 
tone should only be administered by 
qualified physicians with the necessary 
facilities of a well-equipped hospital, 
distribution will be restricted to these 
registered hospitals for the present, 
and the Food and Drug Administra- 
tion stipulates that initial treatments 
be given only to hospitalized patients. 
Although Merck’s new product will 
bring the benefits of the hormone 
treatments to many sufferers, the sup- 
ply is still extremely limited and can- 
not be used to treat all the patients 
with diseases for which Cortone is 
recommended. It is hoped that steadily 
increasing production of the substance 
and more clinical data on its use with 
rheumatoid arthritis will soon enable 
the manufacturers to equate the sup- 
ply with the demand. The cost of the 
new Cortone, originally $200 per 
gram, is now about $90 per gram. 


Meanwhile, the expedition which six 
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months ago went to Africa in search 
of seeds reportedly existing there 
which would yield chemicals for use 
in the production of Cortisone instead 
of the severely limited supply of ani- 
mal glands, returned on June 22 with 
some promising material. This expe- 
dition was financed by the Upjohn 
Co. and S. B. Penick & Co., and these 
companies will proceed with work on 
the more than twenty species of the 
desired plant to ascertain what can be 
done with them. 


Relief for hypertension 

Riker Laboratories, an independent 
subsidiary of the Rexall Drug Co., has 
announced plans to market medical 
specialities through conventional drug 
distribution channels, and the first of 
the company’s products on the open 
market is “Veriloid” which makes 
available the hypotensive ester alka- 
loids of Veratrum viride for the treat- 
ment of hypertension. More than two 
years’ research have gone into Viraloid 
at the company’s Boston University 
Laboratories, and the product has been 
in clinical use for over a year. Aside 
from its value in treating simple, es- 
sential and malignant hypertension, 
Veriloid will not cause the develop- 
ment of drug tolerance, and once ef- 
fective treatment has been established 
may be administered over long peri- 
ods of time without losing its effec- 
tiveness. Available only in prescrip- 
tions, Veriloid comes in bottles of 
100 or 200 1-mg. tablets. 


Aminophyllin compound 
for chronic cardiacs 


To provide cardiac stimulation, 
mild sedation, diuresis and prophy- 
laxis of capillary fragility in hyper- 
tension, the Bio-Ramo Drug Co., 
Inc., suggests Amrulal tablets. A com- 
bination of Aminophyllin (1% gr.), 
Rutin (15 mg), and phenobarbital 
(% gr.) make Amrulal tablets effec- 
tive in the treatment of aging heart 
vessels; they are available in bottles 
of 100 and 1,000. 


Hormone treatments 


The Schering Corp., which has 
developed quite a few products for 
use in hormone therapy, recently in- 
troduced two more—Prenolon, Scher- 
ing’s brand of pregnenolone in aque- 
ous suspension, and Oreton, the ac- 
tive constituent of which is testo- 
sterone propionate, U.S.P., in sesame 
oil. The former, for use in the treat- 
ment of rheumatoid arthritic pa- 
tients, is also available as Prenolon 
Acetate, and preliminary studies have 
shown promising results from its use 
in increased joint mobility and de- 
creased pain. Oreton, which has also 
been used in high dosages in treating 
rheumatoid arthritis, exhibits the 
androgenic effects of testosterone 
propionate and is intended for intra- 
muscular administration where high 
dosages are indicated. It is available 
in multiple dose vials of 10 cc., con- 
taining 100 mg. per cc. 
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New Relief 
Potential 

in 

Arthritis 


—and many 











other conditions 


| erie of the remarkable analgesic and therapeutic properties of | 
intravenous procaine continues to mount. For example, a recent report,! based 

on a three-year study of 250 arthritics. The old anesthetic in its new role 
was able to increase the mobility of 211 patients. Overall results, 


as classified by the authors, were good 199, fair 30, poor 21. 





There was no mortality or morbidity. 

Other conditions in which intravenous procaine (in a 0.1 or 0.2% solution of 
isotonic sodium chloride) has proved highly effective: controlling 
postoperative pain, easing edema and pain of trauma, contact and 
exfoliative dermatitis, asthma, pruritus caused by jaundice, serum sickness. 
Relief is usually prompt, prolonged, profound. 

For comprehensive literature on the ever expanding uses of this versatile 
drug, just write us, Abbott Laboratories, North Chicago, Illinois. And 
when you stock i.v. procaine, make sure that it bears the Abbott 


label, which represents 30 years of pioneering leadership in procaine products. 


1. Graubard, D. J., and Peterson, M. C. (1949), Intravenous Use of Procaine in the 
Management of Arthritis, J. Amer. Med. Assn., 141:756, November 12. 


ABBOTT’s /ntravenous 


PROCAINE 


HYDROCHLORIDE, U.S.P. 
0.1% and 0.2% 


In Isotonic Sodium Chloride Solution 
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Food and Dietary Service 





The kitchen is a good apothecary shop—William Bullein in 1562 


The Department of Food and 

Dietary Service is under the 

editorial direction of J. Marie 

Melgaard, Director, Dietary 

Department, Evangelical Hos- 
pital of Chicago. 








Planning, equipping and appraising 
hospital dietary facilities 


MAJOR goal of intelligent hos- 

pital food service planning is 
the selection and arrangement of 
equipment and facilities so that ex- 
cellent food, well prepared, which 
meets the nutritional need of both pa- 
tients and personnel and with good 
flavor as well as eye appeal, may be 
produced. This objective must be 
achieved with minimum effort and 
without confusion and waste. 

To meet the goal of good food serv- 
ice planning, the administrator, the 
dietitian and the architect must plan 
together. It is essential that each 
person keep an open mind and under- 
stand the points of view of all mem- 
bers of the group. 

Efficiency of the food service in a 
hospital is largely dependent on the 
unit in which it is housed. Character- 
istics of the physical plant which may 
affect the efficiency of the service are: 
location of food preparation areas in 
relation to patient areas; floor plan, 
or relation of dietary units to each 
other; arrangement of equipment; 
architectural features such as build- 
ing materials used, construction de- 
tails of floors, walls and ceilings; and 
engineering features such as plumb- 
ing, lighting, refrigeration and venti- 
lation. 

The first step in planning the hos- 
pital dietary department is to express 
in writing the goal or objectives of 
the service. In this way all persons 
involved in the planning will have 
a clear understanding of the facts 
surrounding the problem. 

The next step is the collection and 
evaluation of information from every 
source that relates to the problem. 
Information should be prepared in ad- 
vance concerning the number to be 
served, type of menu, kind of food 
service, whether centralized or de- 
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centralized, cafeteria or waitress serv- 
ice; method of transporting food to 
patients; storage needs; future ex- 
pansion; approximate space required 
and the general arrangement of the 
food units for the most efficient op- 
eration. 

Space and equipment must be pro- 
vided to carry out such administra- 
tive functions as food purchasing, 
food preparation, food service to pa- 
tients and personnel, food disposal, 
record keeping and maintenance of 
sanitation and cleanliness. Provision 
must be made for such therapeutic 
functions as special diet preparation 
for patients. In addition, considera- 
tion should be given to the teaching 
functions, including diet instruction 
to in-patients, out-patients and stu- 
dent nurses and interns. 

The third step in food service plan- 
ning requires a detailed check of the 
work organization. It is advisable to 
prepare a flow chart showing the 
steps which the work must take, their 
sequence and the relationship of the 
various working units to each other. 
An evaluation should be made of the 
economy in time and money and im- 
proved production and service to be 
realized by the installation of labor- 
saving equipment. It is well to keep 
in mind also the types and kinds of 
manpower available for employment, 
and the limitations imposed by budg- 
etary considerations. 

In the suggestions herein presented 
for planning and appraising hospital 
dietary lay-outs, attention has been 
directed first to the basic function of 


each unit. The suggested space and 
equipment requirements, equipment 
arrangements and unit locations are 
all based on the principle “define the 
function and find the form.” 


I—Receiving and Storing 
Food and Supplies 


B gcen receiving department in 
small and medium sized institu- ° 
tions is often combined with the stor- 
age area. Whether separate or not, it 
should have easy access from the out- 
side. Although the receiving area may 
be used by other departments of the 
hospital, the most frequent deliveries 
are those of food; therefore, proximi- 
ty to the food service department is 
most important. The receiving en- 
trance should be located where the 
noise of trucks and unloading will not 
disturb patients. 

The larger the establishment, the 
greater the need for adequate parking 
space for trucks delivering merchan- 
dise. Unloading space is usually pro- 
vided in the form of a delivery dock 
or platform as high as the floor of the 
average truck body, 31/ to 4 feet. 

The outside door of the receiving 
area should be preferably of the 
double type with a width of 5 feet. If 
a single type door is used, the mini- 
mum desirable width is 31 feet, so 
as to accommodate crated equipment. 

Whenever possible, actual check- 
ing of supplies should be done as close 
to the point of storage as possible so 
there is less chance of mislaying or 
losing merchandise after the receipt 
is signed. 

A platform scale is the one essen- 
tial piece of equipment in the receiv- 
ing area. Spring scales, usually of the 
hanging type, are not as desirable as 
those without springs because they 
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ary IT FoR 30° ‘ How Good it Smells’ 
study the importer in So often staff members and patients speak of the appetizing fragrance 
Nore Cot rd in fra- of delicious Continental Coffee. This delectable aroma is one of 
prewing: wi and-¥P ge the characteristics of “More Coffee Flavor’—for Continental blends 
gh \ vs 2 nti- include some of the world’s most aromatic varieties. It is the 
ye and ee proad experienced selection of choice coffees, together with artful blending 
nentol _ an solve a and roasting that has given to Continental its characteristic 
service Chall We tot 


body, its ability to satisfy both staff and patients with its deeply 
satisfying goodness. Today, more than 16,000 hospitals, 
hotels, restaurants, and other institutions prefer Continental, 
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Once you try it we believe you will prefer it too! 


AMERICA’S LEADING COFFEE for RESTAURANTS, HOTELS AND, 











CONTINENTAL COFFEE COMPANY—CHICAGO 90, ILL. 
BROOKLYN 1, N. Y. © TOLEDO 1, OHIO 


Importers, Roasters 
Member: New York Coffee and Sugar Exchange, Inc. 


MAKERS OF CONTINENTAL'S "76” MENU PRODUCTS 
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are less convenient for loading and 
unloading large containers. Platform 
scales are of two types, one with 
counter weights and a sliding tare 
beam and indicator—and the other, 
the springless dial-faced scale, is more 
though the first type is relatively in- 
expensive, it frequently becomes out 
of balance to the extent of 2 or 3 Ibs. 
without the operator becoming aware 
of it. Unless he voluntarily checks 
the scale, there is no way of noticing 
the maladjustment. The second type, 
the springless dial-faced scale is more 
expensive but it indicates an accurate 
zero when the scale is in balance, and 
when out of balance the deviation of 
the needle away from zero is immedi- 
ately apparent. 

The areas required for storage di- 
vide themselves into two functional 
groups: central stores for reserve use, 
and day stores and refrigerated stores 
for current use. 

“Current use” has been defined as 
a period of about a week or less for 
meats, fresh fruits and vegetables 
and dairy products requiring refrig- 
eration; in addition is the day stor- 
age area which takes care of supplies, 
small items and part cases of food 
not requiring refrigeration. It should 
be large enough to hold food supplies 
sufficient for a week or two. The size 
of the day storage area depends on 
the size of the institution and the fre- 
quency of deliveries from the central 
store room. 

The ideal location for the day stor- 
age is, of course, adjacent to the prep- 
aration department of the kitchen and 
on the same floor level. Possibly the 
second preference is on the floor be- 
low, directly beneath the preparation 
departments, the two being con- 
nected by elevator or dumbwaiter, 
and a two-way loudspeaker system. 

A wagon with two or three shelves, 
similar to soiled dish wagons used in 
cafeterias, or a cart and basket will be 
found useful in permitting fewer 
trips to and from the storage area. 

Refrigerator storage is of three 
types: 

(1) Walk-in (2) reach-in (3) un- 
der counter reach-in. A walk-in box 
takes more space than a reach-in. 
However, it has these advantages over 
the reach-in: 

(a) more convenient for handling 
large containers. 

(b) permits more careful examina- 
tion of its contents because of accessi- 
bility of its open shelves. 
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Refrigerator Cheese Cake 
(100 portions) 


Sugar, granulated 1% Ibs. 
Pineapple Juice 2% qts. 
Eggs 24 

Gelatine, plain 1-% cups 
Pineapple, crushed 1-No.10 can 
Cottage Cheese, sieved 1 gal. 
Lemon Rind Yq cup 
Lemon Juice 1% cups 
Salt 2 tsp. 
Cream, Whipping 2 qts. 
Graham Cracker Crumbs 1 gal. 
Butter, melted 1 Ib. 


Combine 1 lb. sugar and 2 quarts juice 
with slightly beaten egg yolks. Cook 
over hot water until smooth and thick- 
ened, stirring constantly. Soften gela- 
tine in remaining liquid for 5 minutes. 
Add to hot mixture and stir until dis- 
solved. Chill until it starts to congeal. 
Add pineapple, cottage cheese, lemon 
rind and juice. Fold in stiffly beaten 
egg whites, salt, and whipped cream. 
Combine crumbs, remaining sugar and 
butter. Line baking pans with the crumb 
mixture, saving out about a third for 
the top. Pour in the cheese mixture and 
top with remaining crumb mixture. 
Chill overnight in the refrigerator or 
until firm. Garnish with a cherry in 
serving. 





(c) presents an easier cleaning and 
sanitation problem because of acces- 
sibility of open shelves. 

(d) simplifies handling of roasts 
and other meats and vegetables that 
have been processed in advance. 

In small hospitals reach-in boxes 
may serve their purpose with some- 
what less inconvenience. Refrigera- 
tion space of 1.5 cu. ft. per person 
served is necessary to provide suffi- 
cient refrigeration, including zero 
storage facilities for frozen foods. 

Separate mechanical units for each 
fixture provide greater flexibility and 
better temperature control. 

In small institutions it is often 
possible to obtain ready-to-cook 
meats, poultry and fish, thus obtain- 
ing a saving in refrigeration space of 
almost half as compared with car- 
cass cuts. 

The storage refrigerators service 
directly all areas of preparation and 
service within the food service de- 
partment and must be placed where 
they are accessible to all. 





The “reserve” storage area for the 
dietary department is often shared 
with other departments of the hospi- 
tal. This area is the central store 
room. Because space is at a premium 
in most hospitals, the extent of the 
reserve storage area may be limited. 
Even though food service managers 
sometimes consider seasonal contracts 
for the purchase of canned goods, 
staple stores and other supplies to be 
an economical purchasing method, 
they will usually find jobbers or deal- 
ers willing to warehouse the season’s 
supply, making drop shipments peri- 
odically. 

Storage space for dry foods, vege- 
tables and fruit must not be located 
under drain lines of the plumbing sys- 
tem, inasmuch as small leaks or seep- 
age from such pipes may contaminate 
the food supply. To maintain low 
temperatures in the storage space it 
is advisable to run steam and hot 
water pipes outside these spaces. The 
room should have either cross ventila- 
tion from windows or louvers or arti- 
ficial ventilation. Exposed pipes of 
any type are objectionable as they col- 
lect dust and often interfere with the 
shelving. All places where food is 
stored should be so constructed and 
maintained as to be clean and free 
from flies, rodents and vermin. 

When determining storage space, 
an estimate should be made of the 
amounts of merchandise to be kept 
on hand. It is a good idea to draw 
up what is actually an “allowance 
list” which sets forth in detailed form 
the size, type and. quantity of every 
piece of china, glass, silver, canned 
goods. Such a list will make it possible 
to determine storage needs more ac- 
curately. The dry stores or groceries 
and canned goods require shelving 
for less than case lots, preferably of 
the steel office type with adjustable 
clearances between shelves. Raised 
platforms are needed for items in car- 
tons or cases. Storage cans may be 
mounted on casters or dollies. 


li—Preliminary Preparation 
of Food 


HE preliminary preparation of 
food involves peeling, washing, 
soaking, cutting and sorting of foods 
before being sent to the cook’s unit or 
the salad unit. 
The arrangement of equipment in 
the preliminary preparation area 
(Continued on Page 90) 
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Directly over the heating element 
the floor of the meat tray becomes 
discolored, revealing graphically 
the unevenness of heat distribution. 










Ideal ‘‘Therm-o-plate”’ distributes 
the heat evenly over the entire 
floor of the tray assuring uniform 











heating of the meat at all times. 











Even, uniform, unfailing distribution of 
heat in the meat compartment of a food 
conveyor has been achieved by Ideal En- 
gineers after long continued research, study 
and experiment. This long desired im- 
provement is now offered to the hospital 
dietician after more than a year of testing 
in actual hospital feeding operations. 

Uneven heat distribution in the food 
conveyor meat compartment long has been 
a source of dissatisfaction to dieticians. 
The uneven heating of the mass of meat 
made some cuts less savory than others if 
not actually less nutritious. Discolored 
spots, or strips in the metal floor of the 
meat tray directly over the heat element 
defied all efforts to eradicate them and gave 
mute evidence of the uneven heating of the 
contents of the tray. This unsanitary ap- 
pearance was a constant source of annoy- 
ance to the conscientious dietician. 

The development of the “Therm-o- 
plate” by Ideal Engineers has entirely elim- 
inated the uneven heat distribution and 


























Write for catalog data on Ideal 
Food Conveyors. Learn why so 
many hospitals select Ideal after 
a careful comparison. 


consequent discolorations of the meat tray 
surfaces... Now, the bottom of an Ideal 
Meat tray can be kept as bright as any other 
part, and all the meat within the tray is 
heated to the desired temperature. 





“Therm-o-plate”’ is 
the latest of many Ideal 
firsts in the food con- 
veyor industry. 


FOOO CONVEYOR SYSTEMS 
Hepa 


, 4 Sound tne 








The Colson Equipment and Supply Comp 


ores by the Colson Corporation, Elyria, Ohio. 
, Los and In 


San Fr dian Fairbank’s Morse Company. 


THE SWARTZBAUGH MFG. COMPANY: TOLEDO 6, OHIO... ESTABLISHED IN 1884 
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GENERAL MENUS FOR AUGUST 


Suitable for Staff, Personnel and Patients Not Requiring Special Diets 














DAY Breakfast Dinner Supper 

Tues. 1. Fresh Grapes; Cold German Pot Roast; Hash Brown Potatoes; Potato Chowder; Jellied Veal Loaf; Peas in 
Cereal; Shirred Egg; Swiss Chard; Raw Vegetable Relishes; Chilled Cream; Pickled Baby Beet Salad; Fruit 
Toast ; Prunes-Lemon Custard Sauce Shortcake-Wh.Cr. 

Wed. 2. a. Sections; Swiss Steak; Whipped Potatoes; Yellow Hot Turkey Biscuit Sandwich; New Corn & 
Cold Cereal; Scrambled Squash; Lettuce Wedge-Fr.Dr.; Boysenberry Lima Beans; Endive-Tomato Salad; Fresh 
Eggs; Toast Cobbler Apricots 

Thurs. 3. Tomato Juice; Hot Roast Leg of Lamb; Franconia Potatoes; Salami Stuffed Pepper; Fr.Fr. Ege Plant; 
Cereal; Bacon Curls; Minted Carrots; Mexican Salad; Banana Split- Bing Cherry Salad; Caramel Cup Cake 

; Cinnamon Bun Raspberries 

Fri. 4. Baked Rhubarb; Cold Pan Fried Trout; Delmonico Potatoes; Spinach Asparagus-Cheese-Bacon Rarebit; Stuffed 
Cereal; Poached Egg; a la Swiss; Summer Garden Salad; Sponge Baked Potato; Marinated Cucumbers; Frosty 
Toast Jelly Roll : Fruit Cocktail 

Sat. 5. Cantaloupe Slice; Cold Roast Fresh Ham; Potato Cakes; Beet Greens; Salisbury Steak-Sauted Green Onions; New 
Cereal; 3-Minute Egg; Stuffed Celery-Relish; Green Apple Sauce Potatoes in Cream; Shredded Lettuce; Blue- 
Toast berry Cobbler 

Sun. 6. Fresh Peaches-Cream; Lamb Chop Mixed Grill; Riced Potatoes; Mock Chili on Cornbread; Kidney Beans; 
Cold Cereal; Grilled Bu. Broccoli; Krispy Relishes; Butterscotch Frozen Fruit Salad-Avocado Dr.; Cream 
Ham Steak; Orange Refrigerator Roll Cheese & Crackers 
Coffee Cake 

Mon. 7. Cinnamon Prunes; Cold Cushion Roast of Veal; Golden Brown Po- Brown Lamb Stew; Asparagus-Pimiento | 
Cereal; Baked Egg; tatoes; Escalloped Egg Plant; Melon Ball Salad; Hot Biscuits-Preserves; Four Fruit 
Toast Salad; Lemon Filled Cookies udding 

Tues. 8. Orange Juice; Cold Cubed Steak; Grilled Potato Slices & Tomato Vegetable Soup; Wieners-Buns; Paprika Po- 
Cereal; Omelet; Toast — _Slivered Carrots & Onions; Cornflake tato Salad; Dill Pickles; Pecan Pie 

udding 

Wed. 9. Berries-Cream; Hot Oven Fried Chicken; Glazed Sweet Potatoes; Curried Dried Beef-Egg Garnish; Fluffy Rice; © 
Cereal; Crisp Bacon; Garden Peas; Olives-Radish Roses; Pistachio Julienne Vegetable Salad; Caramel Fruit 
Muffins-Jelly Ice Cream Eclair 

Thurs. 10. Honey Dew Melon; Roast Prime Ribs of Beef au Jus; Roast Sausage Pattie-Fried Apples; Duchess Po- 
Cold Cereal; French Potato Balls; Fresh Spinach-Lemon; Fruit tatoes; Pepper Slaw; Bread Sticks; Bing 
Toast-Syrup Salad; Cottage Pudding Cherries 

Fri. 11. Red Plums; Cold Cere- Broiled Smelts-Tomato Sauce; Escalloped Mongole Soup; Tuna Fish & Cabbage Tossup; 
al; 3-Minute Egg; Cin- Potatoes; Bu. Wax Beans; Lettuce Wedge- Harvard Beets; Poppyseed Twists; Lemon 
namon Toast Herb Dr.; Peach Tapioca Meringue Tart 

Sat. 12. Grapefruit Juice; Hot Veal Pot Pie; New Potatoes in Jackets; Cranberry-Ham Slice; Chantilly Potatoes; 
Cereal; Scrambled Eggs; Celery, Creole; Tossed Salad Greens; Jellied Adirondack Salad; Chocolate Applesauce 
Toast Fruit Dessert Cup Cake 

Sun 13. Bananas-Cream; Cold Grilled T-Bone Steak; Shoestring Potatoes; Toasted Chicken Salad Sandwich on Long 
Cereal; Link Sausage; Pimiento Cauliflower; Pickle Relish Salad; Roll; Baby Green Lima Beans; Olives-Celery 
Danish Coffee Twist Lime Ice Cream Curls; Fruit Bars 

Mon. 14. Apple Sauce; Hot Cere- Minted Filet of Lamb; Cottage Potatoes; Braised Tongue-Horseradish Sauce; Potato 
al; Poached Egg; Toast Asparagus Tips; Red Cabbage Slaw; Fruit au Croquettes; Cheese Ball Salad; Strawberry- 

Gratin Peach Shortcake 

Tues. 15. Apricot Nectar; Cold Roast Loin of Pork; Mashed Potatoes; Stewed Swiss Potato Soup; Vienna Roast; Shredded 
Cereal; Shirred Egg; Tomatoes & Okra; Cucumbers-Sour Cr.Dr.; Beets & Onions; Toast Strips; Grape-Melon 
Toast Apple-Date Cobbler Ball Salad; IceBox Cookies 

Wed. 16. Orange Tidbits; Hot Pan Broiled Calves Liver; Potatoes, Rissole; Ham Roll-Ups; Corn on Cob; Hot Rolls-Jam; 
Cereal; 3-Minute Egg; French Green Beans; Vegetable Jackstraws; Lettuce-Fr.Dr.; Devils Food Layer Cake 
Raisin Toast Chilled Watermelon 

Thurs. 17. Cantaloupe; Cold Cere- Barbecued Short Ribs of Beef; Hash Brown Chicken Pot Pie; Creamy Rice; Grapefruit- 
al; Crisp Bacon Strips; P-tatoes; Bu. Peas; Endive-Tomato Salad; Apple Salad; Refrigerator Cheese Cake 
Kolaci Peanut Brittle Ice Cream 

Fri 18. Kadota Figs; Cold Cere- Baked Stuffed Bass; Bu. Crumb Potatoes; Crabmeat Salad; Potato Puff; Assorted 
= ee Eggs; a Beets; Wilted Spinach; Orange Ginger- Relishes; Apricot Bavarian Cream 

‘oas rea 

Sat. 19. Prune Juice; Cold Cere- Grilled Lamb Pattie; Parslied Bu. Potatoes; Jellied Consomme; Veal Paprika; Bu. Noodles; 

al; Omelet; Toast Broiled Tomato Half; Cole Slaw; Butterscotch Garden Salad; Raspberry Tart-Wh.Cr. 
Blanc Mange 

Sun 20. oes 8 Wedges; Hot Oven Baked Chicken; Whipped Potatoes; Vegetable Soup; Assorted Luncheon Meats; 
Cereal; Bacon Curls; Summer Squash; Watermelon Pickles; Plum Cranberry-Baked Beans; Fresh Fruit Salad; 
Popovers-Jelly Ice Cream Sundae Cornflake Macaroons 

Mon. 21. Tomato Juice; Hot Steak & Kidney Pie; New Potatoes; Bu. Cheese Stuffed Frankfurters-Buns; Lyonnaise 
Cereal; French Toast- Pimiento Wax Beans; Carrot-Raisin Salad; Potatoes; Grated Vegetable Salad; Delicia 
Jelly Fresh Pear Cake 

Tues. 22. Bananas-Cream; Cold Savory Meat Loaf; Maitre d’Hotel Potatoes; Tomato Chowder; Canadian Bacon; Corn 
Cereal; Shirred Egg; Creamed Tiny Onions; Fruit Salad; Mocha Fritters-Syrup; Lettuce-1000 Is. Dr.; Iced 
Toast Cup Cake Apricot Tart 

Wed. 23. Fresh Grapes; Hot Cere- Veal Steak, Parmesan; Mashed Potatoes; Spaghetti Italienne with Meat Sauce; Lima 
al; Crisp Bacon; Coffee Zucchini, Creole; Tossed Green Salad; Canta- Beans; Pickled Peach Salad; Caramel Squares 
Cake loupe Split 

Thurs. 24. Prune Plums; Cold Pot Roast of Beef; Browned Potatoes; Diced Toasted Club Sandwich; Potato Flakes; 
Cereal; 3-Minute Egg; Carrots; Chiffonade Salad; Cabinet Pudding- Corn Relish; Assorted Fresh Fruit; Cookies 
Toast Cherry Sauce 

Fri. 25. Grapefruit Half; Hot Lake Trout-Egg Sauce; Creamed Potatoes; Noodle Soup; Cheese Deviled Egg-Sardine on 
Cereal; Baked Egg; Fresh Spinach; Watercress-Tomato Salad; Toast; Fr.Fr. Potatoes; Pineapple-Orange 
Toast Cake Top Lemon Pudding Sherbet 

Sat. 26. Blended Fruit Juice; Carolina Meat Pie; Fresh Asparagus, Braised Sirloin Tips; Potato Cakes; Julienne 
Cold Cereal; Scrambled Vinaigrette; Wilted Lettuce; Blueberry Up- Vegetable Salad; Peach Dumpling-Wh.Cr. 
Eggs; Raisin Toast side-Dewn Cake 

Sun. 27. Honey Dew Melon; Cold Breaded Veal Chop; Sweet Potatoes, Glace; French Onion Soup; Chicken Livers with 
Cereal; Crisp Bacon; Bu. Peas & Mushrooms; Perfection Salad; Rice; Crusty French Bread; Fresh Pear; 
Swedish Ro Burnt Almond Ice Cream Ginger Snaps 

Mon. 28. Rhubarb Sauce; Hot Pork Tenderloin Pattie; Mashed Potatoes; Hamburger-Bun; Succotash; Wilted Lettuce- 
Cereal; Poached Egg; Cauliflower au Gratin; Beet Relish Salad; Pickles; Cherry Cobbler 
Toast Escalloped Apples 

Tues. 29. Pineapple Juice; Cold Beef ala Mode; Watercress Potatoes; Broiled Bouillon; Grilled Ham & Eggs; Baked Po- 
Cereal; Griddle Cakes- Tomato Half; Sunburst Fruit Salad; Marble tato; Toasted Split Roll; Shredded Lettuce; 
Syrup Cake Watermelon Slice 

Wed. 30. Grange Slices; Cold Smothered Steak; Whipped Potatoes; Celery, Chicken a la King in Patty Shell; Potato 
Cereal; 3-Minute Egg; Creole; Lettuce Weége-Russ.Dr.; Marshmallow Curls; Golden Glow Salad; Strawberry 
Toast Date Roll Macaroon Float 

Thurs. 31. Cantaloupe; Hot Cere- Savory Veal Roast; Escalloped Potatoes; Shepherd’s Pie; Green Beans, Gascon; Salad 


al; Frizzled Beef on 
Toast 


Corn on Cob; Pineapple-Cheese Salad; Bing 
Cherry Ice Cream Sundae 


Macedoine; Fresh Peach Shortcake-Wh.Cr. 
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Calories 


ational Research 
power Allowances, 
“ Sedentary Man 
(154 Ibs.) 


Ovaltine in Milk, 
3 Servings * 


Percentages of N. R. C. 
Allowances Provided by 28% 
3 Servings” 0! 

Ovaltine in Milk 








The aim of the dietary at all times 
and under all conditions is to provide ample amounts— 
not just minimum amounts—of all nutrient essentials. 
Only when the daily nutrient intake is fully adequate, 
based on the most authoritative nutritional criteria, can 
the possibility of adequate nutrition be assured. It is for 
this reason that a food supplement assumes great im- 
portance in daily practice. It should be rich in those nu- 
trients most likely deficient in prevailing diets or in re- 
stricted diets during illness and convalescence. 

The multiple nutrient dietary food supplement, Ovaltine 
in milk, is especially suited for transforming even poor 
diets to full nutritional adequacy. This is clearly shown 
by the data in the table above. 

Note in particular the high percentages of the dietary 
allowances for nutrients and the relatively low percentage 
of the total calories furnished by the servings of Ovaltine 
in milk. Thus, without unduly increasing the caloric in- 
take, Ovaltine in milk greatly increases the contribution of 
nutrient essentials. Enticing flavor and easy digestibility 
are other important features of this dietary supplement. 





Two kinds, Plain and Sweet Chocolate Flavored. 
Serving for serving, they are virtually 
identical in nutritional content. 





THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL: 
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(Continued from Page 86) 
should avoid cross traffic from other 
units of the kitchen. This area should 
be located between the storage area 
and the cook’s unit. 

In large institutions the pre-prep- 
aration area is divided into a meat cut- 
ting unit and a vegetable unit. How- 
ever, in many small hospitals the 
meat is bought already cut, thus ob- 
viating the need for a separate meat 
cutting unit. If the hospital buys 
carcass cuts of meat—a saw and meat 
block must be added. The minimum 
equipment for the pre-preparation 
unit is: 

(1) a sink, preferably a double 
sink with drain boards. 

(2) table area, approximately 4 
linear feet per worker. 

(3) mechanical equipment — such 
as a peeler for vegetable preparation, 
and a meat slicer or grinder for meat 
preparation. 

The mechanical equipment for this 
unit may be either pedestal or table 
type, the selection depending on the 
amount of work to be done. A meat 
slicer or grinder, if they are supplied 
for the exclusive use of the pre-prep- 
aration areas, will be placed on a 
table. Often, however, the grinder 
and slicers are placed near the center 
of the kitchen so they may be used for 
the preparation of other foods. 

Provision should be made in plan- 
ning the floor space for this equip- 
ment and for handling food supplies 
such as vegetables in sacks and crates. 
Aisles 5 to 7 feet wide allow for more 
efficiency than the 3 or 4 feet aisles 
which suffice for other units. 

Frequently in small institutions an 
attempt is made to utilize one sink 
with one or two compartments for 
both pot washing and vegetable clean- 


ing. For sanitary reasons, however, 
it is almost mandatory to have sepa- 
rate sinks for the two functions—a 
minimum of two compartments for 
pot washing and at least one compart- 
ment for vegetable cleaning. 


ili—Food Preparation Unit 

A. Meat and Vegetable Cooking. 

All of the equipment for the hot 
food preparation unit or cook’s unit 
should be located near the pre-prep- 
aration unit to facilitate a straight 
line flow of food from one processing 
point to another. Furthermore, it 
should be as close as possible to the 
point of distribution. The focal point 
at which time and steps are best saved 
is between the points of preparation 
and distribution to serving counters 
in the cafeterias or in the dispensing 
of food to patient trays or food carts. 

In locating and providing equip- 
ment of the proper type and capacity 
for this unit (and the same principle 
applies for other units) it is essential 
to determine numbers to be fed and 
also have an idea as to the complexity 
of the menu. Envision each worker in 
his place and in operation. What 
movements are required in the prep- 
aration of a roast, for example? Is the 
refrigerator from which the cook 
takes the roast convenient to the table 
where he puts it for seasoning before 
placing in the oven? The equipment 
should be located and arranged to 
eliminate any unnecessary transpor- 
tation, needless lifting or awkward 
movements. 

The small institution (serving less 
than 100 persons) usually does not 
require a steamer or a steam kettle; 
however, some authorities feel they 
can be used advantageously. One to 
two sections of range; two ovens, 
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Adds appetite appeal to fruits, cereals, 
CELLU SUGARLESS 


and other foods. 


SWEETENER looks and pours like powder- 
ed sugar. Adds no food value. Made of 
saccharine and gum acacia in proper 
combination. 
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WRITE FOR FREE CATALOG of Dietary 
Foods, Recipes, Table of Food Values, 
Vitamin Charts, etc. 





either under the range or beside it 
in a bank, and one mixer, are neces- 
sary items of equipment. Larger in- 
stitutions require the same basic 
equipment. 

Four linear feet of work table space 
should be allowed for each prepara- 
tion employe. If a work table is to be 
used constantly on both sides by dif- 
ferent workers, the minimum width 
should be 3% ft. For baking and 
salad preparation, a desirable width 
is 4 ft. to permit sufficient area for 
spreading out material. The minimum 
advisable width for a table used by 
workers on one side only is 2 ft. A 
width of 2)4 ft. is preferable. 

Work tables should be located close 
enough to the sinks so that two-way 
transport of materials involving the 
use of the sink is expedited. In princi- 
ple the work table should be between 
the sink and refrigerator. Where space 
scarcity prevents the use of fixed 
tables, portable tables may suffice. 

In food service units of a size large 
enough to result in a long serving pe- 
riod, some provision must be made for 
holding prepared hot food until it is 
ready to be served. 

The conventional method for stor- 
ing prepared hot foods has been an 
open hot water bath, usually heated 
by steam coils, gas burner, or an 
electric immersion heater. This 
method affords storage only for deep 
pots and jars—not for shallow pans. 
Its usual location is as near the food 
dispensing area as possible. The use 
of this equipment increases heat in 
the kitchen because of the rise of 
steam, and it must be drained and 
cleaned each day. A newer type of 
food warmer is the cabinet type heated 
by electricity or gas, thermostatically 
controlled and provided with dampers 
in each compartment to control hu- 
midity. 

B. Baking.—In a small hospital 
there is often no separate baking unit. 
The baking is customarily done in 
the ovens beneath the range. If, how- 
ever, the hospital serves a varied 
menu, including a number of baked 
desserts and hot breads, more oven 
space is required. This additional 
space is provided in the form of deck 
ovens. Space is needed for opening 
and closing oven doors and removing 
the baked product to obviate inter- 
fering with someone elses’ work or 
path. 

In carrying out the straight line 
process of routing work from raw 

(Continued on page 93) 
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.. with these fine NEW 
TYLER REACH-INS! 


Speed up handling of perishables, slow down spoil- 
age with new Tyler Reach-In Refrigerators! New, 
wider and deeper door openings for speed and visi- 
bility —— smart new hardware with easy action and 
sturdy construction for long dependable service. 

Sturdy, welded-steel construction defeats vermin— 
100% Certified Insulation and efficient coiling mean 
low operating cost. Self-contained models available. 
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meet your needs. Write Tyler today! 
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43 cu. ft. model at right. 










Tyler Fixture Corporation, Dept. HO-6, Niles, Michigan 
Rush information on new Tyler (J Reach-In Refrigerators 
0 Walk-in Coolers 1) Food Freezers, 
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our complete line. 
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i ition, there are two round wells for soups, etc., and two heated 
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Hospital Accounting and Record Keeping 











A report on 


“¢ 
F. JAMES 


The How’s Business Questionnaire ove 


NE OF THE paramount problems involved in the 

construction of the new How’s Business department 
of this magazine was the working out of a questionnaire. 
A year ago, the form in use was an overly simple one 
which asked for just four figures: number of available 
beds, average daily census, receipts from patients, and 
operating expenditures. 

After it was decided that this form was not adequate 
to obtain the more detailed information which we desired 
to incorporate in our expanded How’s Business section, 
the Research Committee of the American Association of 
Hospital Accountants went to work on its revision. How 
to make it comprehensive, yet not so long as to be too 
burdensome, was the chief dilemma to be resolved. 

A much longer form was evolved, and sent out tentative- 
ly for a period of some months. Last May, we decided to 
utilize the “special question of the month,” which appears 
on the reverse of the questionnaire, to find out what our 
respondents thought.. The following query was therefore 
posed, “What particular difficulties do you have in com- 
pleting this form?” 

The replies were allocated as follows: 





No. A 
Some. difficulty* ............. 38 21.71 
No difficulty at all** ......... 94 53.14 
OND. cea rode cot ene 43 25.14 
PN ee icc We eees ws. x 175 99.99 


*The principal difficulties are enumerated in the table below. 

**Of these, one stated that filling out the form took 2 minutes, three said it 
took 10 minutes, and | said it took 1 hour. It is worth noting that 8 of 
these did state that they would appreciate receiving the form earlier. 





This is the way the “difficulties” ranged: 





Hospital used a more detailed breakdown .......... 7 
Dissatisfied with "Medical & Surgical" heading ....5 
Wanted a place for "Depreciation" .............. 5 
Wanted a separate OR and DR entry ............. 4 
Wanted c separate “Anesthesia” entry ........... 4 
Wanted a "Miscellaneous" entry ................. 3 
State accounting set-up differed by law ........... 3 
Donated services of religious charged to depts., 

Se AE AN IN DOIN icc on Sis nee oe vs een e 3 
“Heat, Light & Power" included with “Maintenance” 

ie SRE MMPOIIIN, = oo ac ak Se ae ws ha oanest 3 





As a result of these critiques, the questionnaire was 
changed, with the result that may be seen in the accom- 
panying cut on this page. Explanatory material was sup- 
plied for each departmental heading showing the type 
of expense to be included. Places were made for “Operat- 
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ing and Delivery Rooms,” “Anesthesia” and “Deprecia- 


tion,” while the former two headings of “Heat, Light & 
Power” and “Maintenance” were combined in “Plant 
Operation,” and the expense of “Donated Services of 
Religious” was eliminated entirely. 





AMERICAN ASSOClATION OF HosprraL ACCOUNTANTS 


with the cooperation of 
HOSPITAL MANAGEMENT 


REPORTING FOR THE MONTH OF MAY, 1950 
1. WMumber of Feds (excluding beaseinets) 
2. Wamber cf Paticnt Teye (excluding newborn) . 
3. Operating Dxrpenses (including out-patients) 
Administration 


(Including personnel and public relations, medical recorés)% 


Dietary 
(Including employees’ cafeteria, commissary) tJ 





pares yiHe 
(Including linen and sewing rooms) g 








power, etc.; repairs and 
t chergeable to departments) z. 





Medical and pape 
(Internes, residentc, central supply. 
expenses of ordirary medical 
ical cervice giver. to patients) 
(Do not include expenses of special $ 
services: a-ray, etc.) 








Operating & Delivery Rooms 
Pharmacy %. 


Nursing Service 
(Including nursing home and school) 3 








Anesthesia & 
eases SH 

ng FMR. EEC, EKG. pathology. etc.) 8 
X-ray s 


Other expenses 
(Occupational therapy. embulance, 
social service, emergency room, 





physiotherapy, miscellaneous)  ] 
Total Operating Expense 3 
Add Depreciation 3. 
Total Expense & 
Total Charges to Patients 
‘UIncluding out-patients) 3. 


(over) 











Above is the latest revision of the questionnaire sent out monthly 
to those hospitals cooperating with the How’s Business survey 

The only two difficulties we could do nothing about 
were that the responding hospitals used a more detailed 
breakdown (though why this should be a particular diffi- 
culty isn’t clear, since all that would be necessary would 
be to group the expenses according to How’s Business 
headings), and the fact that the State required an en- 
tirely different accounting system (which is a good argu- 
ment for standardization of these procedures). 

The American Association of Hospital Accountants and 
HospiTaL MANAGEMENT feel that the questionnaire form 
is now definitely on the right track, although further 
suggestions will be welcome, should it be considered that 
additional changes are necessary. 
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Dietary Facilities 
(Continued from page 90) 
materials to finished product, care 
should be taken to keep staples with- 
in reach of the working area, garbage 
cans Close by; and working areas near 
the ovens. Workers in the baking 
unit should have easy access to the 
dry and refrigerated storage. If 
equipment is to be shared with other 
units, for example the mixer, the 
common equipment should be adja- 
cent to both units or capable of being 

moved to a convenient point. 

C. Salads and Other Cold Foods.— 
The most important factor to con- 
sider in the placement of the salad 
preparation center is its location in 
relation to the service area. Ready 
and easy access to the prepared and 
chilled salad at the point of service 
is essential. A salad unit is best situ- 
ated if the routing is in a straight line 
from the principle source of supply 
to the service area with concentration 
of the unit as near the service center 
as possible. 

One of the principles of good salad 
making is that the salad be properly 
chilled when served. Refrigeration 
space for the holding of frozen des- 
serts and garnishes, the chilling of 
dishes, and the short-time storage of 
salad ingredients is essential. 


This concludes section one of a 
series of articles by Miriam Kaufman 
on “Planning, equipping and apprais- 
ing hospital dietary facilities.” The 
second section will appear in the next 
issue. 


Equipping hospital 
(Continued from-page 18) 


found in large hospitals at least within 
reasonable and economical limits. 

To accomplish this end it is impera- 
tive to make use of all consultation 
possible. No one person without the 
aid of professional consultation should 
ever undertake the responsibility of 
planning the equipment for a hospital. 
Considerable guide material has been 
made available through research, 
study and experience. Much of this 
material has been prepared by the 
Public Health Service and is available 
on request. Many state health de- 
partments have on their staff profes- 
sionally qualified personnel that could 
provide valuable consultative assist- 
ance. 
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When the holder of this John Marshall Plan 
identification card is admitted to your 

hospital, your admitting officers know that we 
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T must be a nice feeling to get 
away from all the problems of that 
old building, remarked a friend to 
Joseph J. Back, administrator of 
Grandview Hospital, when the Day- 
ton, Ohio, hospital moved from its 25- 
bed building to its ultra-modern 65- 
bed hospital. Mr. Back accepted all 
congratulations in good grace; he 
kept to himself the realization that he 
had acquired a brand-new set of prob- 
lems. 
Not the least was how to expand 
record-keeping procedures to meet 
. the increased volume of activity. The 
obvious solution was mechanized 
| bookkeeping equipment and increased 
office personnel. But Grandview Hos- 
pital had been designed to serve to 
_ the maximum the needs of the sick. 
Space for lobbies, offices and general 
clerical help had been kept to a mini- 
mum. The tiny space devoted to book- 
keeping would not have accommo- 
dated another bed. 
But the problem was solved at 
Grandview and, Mr. Back believes, 
_ on a permanent basis. Grandview has 
J now expanded to 98 beds. The ac- 
counting system absorbed all that ex- 
tra work without a hitch. This Ohio 
hospital has plans to expand further 
with the addition of another 50 beds, 
but Grandview officials feel they'll 
need no change or expansion of cleri- 
cal force to meet the increased volume 
of record keeping. 
The answer was found in what is 
called a “writing board.” The device 
was already known and widely used 
to handle payrolls, but Grandview 


When Grandview Hospital uses the “writ- 
ing board” for payroll records, the first 
step is to load the permanent employe 
payroll record cards. The center peg is 
opposite the current payroll period 


* The payroll register is attached to the 
movable bar 





Ninety - eight beds 
and a board 


Multi-purpose device improves office routine, 


smoothes public relations for Ohio hospital 


by LEO A. McCPHERSON 
Columbus, Ohio 


Hospital has proven it to be an in- 
strument flexible enough to be uti- 
lized in many other ways. 

Besides using it for all payroll rec- 
ords, the Ohio hospital uses the de- 
vice to record income from in-pa- 
tients; income from out-patients; for 
voucher distribution and accounts 
payable; for the check register when 
bills are paid; for cash receipts and 
for doctors’ service charge accounts, 
The latter is an operation peculiar to 
Grandview, but most hospitals have 
some such special account. 

The device fitted Grandview’s 
problems so admirably because it oc- 
cupies only a corner of a desk or 
table. Several, of course, are used. It 
fitted budget limitations, too, because 
the device is inexpensive. But most 
of all it adapted itself to personnel 
problems. One brief demonstration is 
all that any ordinary clerk needs. 

“When we installed this system,” 
says Carroll Noyes, Grandview office 
manager, “machine operators simply 
were not to be had. Ease of operation 
was certainly an appealing feature. 
We have trained five different girls 
to our operation. Normal intelligence 
is all that is needed. Change of per- 
sonnel with this set-up is merely an 
annoyance, not a crippling disaster.” 

Forms and details differ, but the 
use of the writing board is essentially 
the same regardless of the purpose 
for which it is used. An explanation 
of Grandview’s handling of in-pa 
tient charges will serve to explain its 
operation. 


Three forms are involved—pa- 


Explanation of photos at left, reading down from top: 


The first check is placed on the “writing 

board.” Entries register on check, payroll 

journal and employe card in one writing. 

Movable journal keeps writing position 
in center 


One turn of the knob and the board is 
ready to receive next entry 
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inute! That’s going a little too far. Maybe we 
strial miracles in this America of ours, 

gotten around to putting up skyscrapers in 

ay —not yet anyhow. But we’re doing things 
aculous as that. 


, radios, television sets, washing machines and so 
wonderful things are pouring off our production 
thousands —daily. 





ore in'the history of the world have so many 
ing, time-saving, miracle-working devices been 
the comfort and convenience of any people. 


we do it? Easy! 


it simply by a unique combination of qualities that make 
ation the most productive of any country 

rth. We do it with a system built on our solid faith 

belief in the dignity of the individual. 


haven’t reached a state of perfection yet. We probably 
er shall. But we’ve been getting better and better and 
tter all the time. While we’ve been making all of these 
onderful things, we’ve been working progressively shorter 
ours, earning more money, living better and decreasing the 
cost of production so that prices can go down. 


Our American system is the best, the most thrilling, ever devised. 
With even better teamwork, the future is unlimited. If you want 
to help make that future, join with The Advertising Council 

in explaining the American economic system to your employees. 





Order copies of the booklet “The Miracle of America” which 
explains clearly and simply how a still better living can be had 
for all if we all work together. See that each of your 
employees receives one of these copies. 











Let’s show the world what Americans 
can do when they really ¢ry. 





WANT TO HELP? 
MAIL THIS 


The Advertising Council, Inc. Dept. B =. <li 

25 West 45th St., New York 19, N. Y. — ——— 
Please send me prices on copies of "The Miracle of 
America”, so that each of my employees may receive one. 








Name. 





THE ADVERTISING COUNCIL, INC. 


A non-profit organization representing all phases of adver- 
tising dedicated to the use of advertising in public service. 


25 West 45th St., New York 19, N. Y. 
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These complete, authoritative forms 
and printed materials are saving money 
and increasing efficiency for leading 
hospitals throughout the country. 


Send for these Free Books Today! 
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tient’s statement, patient’s ledger 
card and in-patients journal. When a 
patient is registered for a bed, a state- 
ment and ledger card are made out, 
bearing the patient’s name. Here is 
how it works: 

Charges against the patient’s ac- 
count are recorded on form memo- 
randa at the various nurses’ stations. 
These memoranda are sent to the 
bookkeeping department where they 
are priced and extended. The clerk 
now begins operating the device. The 
first step is to place an in-patient 
journal for the day’s charges on the 
movable bar on the side. A carbon is 
placed under the journal. The jour- 
nal is aligned with the first blank line 
opposite a fixed alignment. Second, 
the clerk removes the first patient’s 
statement, ledger card and charges 
from the tray. She places the first pa- 
tient’s ledger card under the carbon 
and journal, aligning the first blank 
line over the peg. The patient’s state- 
ment is placed over the journal, its 
first blank line opposite the peg. It 


takes much longer to tell than to do.’ 


Now, on the statement, the pa- 
tient’s charges are posted in the prop- 
er columns. Grandview provides for 
room and board; care of baby; drugs; 
dressing; laboratory; sales tax (an 
important factor in Ohio); laundry, 
and miscellaneous. The latter is 
identified by codes and involves serv- 
ices usually incurred but once or 
twice, such as anesthesia, casts, de- 
livery room, blood transfusion and 
basal metabolism. After posting, the 
clerk turns the lever one notch and 
the journal moves up and is ready to 
receive the next entry. This feature 
provides a constant writing line near 
the center of the board, the natural 
position. 

Here is what happened: In one 
writing, the clerk has posted and dis- 


tributed all charges on the statement,. 


ledger card and journal. Two opera- 
tions have been eliminated and the 
chance for error caused by numerous 
transcriptions has also been elimi- 
nated. 

“What we like,” says Mr. Back, 
“is that our records are always up to 
date. The clerk not only makes the 
entries but she carries the balance of 
all charges across columns. In just a 
glance we can always tell you what 
any in-patient owes.” 

Mr. Noyes, the auditor, likes the 
fact that the system tends to isolate 
errors. “We can find an error in about 


fifteen minutes,” he tells us. “Under 


the old system we have spent as much 
as five hours trying to find one. After 
a journal is completed, the clerk foots 
the items and crossfoots. A difference 
indicates an arithmetical error. As a 


further control, we run up the 
amounts of the memoranda on an 
adding machine. That figure must 
agree with our journal. At any rate 
we isolate any possible errors to that 
journal. We do not carry errors on the 
books to plague us at the end of the 
month.” 

As the man who has to make in- 
come figures meet outgo, Back likes 
the early final figures the system pro- 
vides. 

“Tt’s unusual,” he tells us, “when 
we do not have final figures by the 
fifth of the following month. All bal- 
ances are accumulative daily so there 
is practically no peak at the end of 
the month. Under the old system it 
was mostly the twenty-fifth of the 
next month before we saw final fig- 
ures. Occasionally, when trouble 
showed up, we would turn the first 
of the third month. By that time the 
figures were of only casual interest; 
certainly of little value to keep a tight 
rein on the operation.” 

As a hospital administrator, the 
Grandview chief sees public relations 
value in this sort of accounting. “The 
institution which pays its bills 
promptly, takes all discounts, is re- 
spected. Grandview does that and the 
writing board makes it possible.” 

When used for accounts payable, 
the original record is a “remittance 
advice.” This is a list of all invoices 
from the supplier, that information 
being duplicated on the suppliers’ 
ledger card and on the accounts pay- 
able journal at one writing. At the end 
of the month the supplier gets his 
check and attached to it is the remit- 
tance advice. Provision is made at the 
bottom of the form to signal what dis- 
counts had been earned. Organiza- 
tions supplying Grandview are bound 
to respect its business-like operation. 

“It’s comforting,” Mr. Back tells 
us, “to know at any hour of the day 
what we owe. Under old-fashioned ac- 
counting methods it is easy to forget a 
large purchase made several months 
ago, now delivered and invoiced. We 
have no such unpleasant surprises at 
the end of a month at Grandview.” 

At Grandview there is an obvious 
sense of public relations. Hospital of- 
ficials want not only cured patients 
when discharged, but they want them 

(Continued on page 119) 
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“HOSPITAL MANAGEMENT IS PARTICULARLY 
HELPFUL TO OUR DEPARTMENT HEADS” 

















Says SISTER JOHN OF THE CROSS, Dean 
UNIVERSITY OF PORTLAND COLLEGE OF NURSING 
ST. VINCENT’S HOSPITAL, Portland, Oregon 


NG 
p couect OF ae 
westover Roar 
p 10, ORE! 





Consistently Provides 
Up-to-the-Minute Help 


HOSPITAL MANAGEMENT 
provides an editorial department 

to meet the needs of every important 
hospital department. Its consistent 
service, as letters like the one at the 
left demonstrate, makes HOS- 
PITAL MANAGEMENT an up-to- 
the-minute guide on all phases 
of hospital work. 


Because HOSPITAL MANAGE- 
MENT benefits the entire organi- 
zation, over 88% of hospital 
administrators are already rout- 
ing it to their department 
executives. Their experience 
recommends this helpful 
procedure to your own or- 
ganization, if you are not 
already following it. 
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Some medical-legal problems and 


suggestions for their solution 


EDICO-LEGAL problems, or 

the problems of forensic medi- 
cine, probably cause the medical 
record libarians more distress and 
worry than all their other problems. 
This is undoubtedly due to the fact 
that in man there is an inherent fear 
of the unknown, and forensic medicine 
is, as a rule, an unknown field to the 
medical record librarian; hence, her 
perturbance, her distress and worry. 
This need not necessarily be so. A 
few minutes of study, an application 
of common sense to the problem, and 
a determination not to be stampeded 
into hasty action, will save her much 
distress and worry. 

The medical record librarian need 
not be a lawyer to understand medico- 
legal problems any more than she 
needs to be a physician to classify 
records by disease and operation. She 
has, however, a need for certain basic 
information and a general knowledge 
of the philosophy associated with 
forensic medicine. 

Special Rights are a category with 
which the medical record librarian 
must be familiar. These Special 
Rights may be considered under six 
particular captions, namely: 

. Consent for Operation. 

. Consent for Treatment. 

. Consent for Autopsy. 

. Right of Privacy. 

. Privileged Communications. 
. Right of Action. 

The patient, who comes to the hos- 
pital for care and treatment, is en- 
titled to the best of such care and 
treatment and is also entitled to pro- 
tection. In many instances, in refer- 
ence to forensic medicine, the medical 
record librarian is often more im- 
pressed by the rights of the physician 
and the hospital than she is by the 


98 


HAumhwnvdse 


Part I 
By E. T. THOMPSON 


Senior Surgeon 
U. S. Public Health Service 


rights of the patient. In this presenta- 
tion, however, the patient, without 
which neither doctor nor hospital 
would exist, will be considered the 
focal point. 


A. Specific Rights 


1. Consent for Operation. An in- 
dividual does not have the right to 
take his own life. He may not legally 
commit suicide. He may not, there- 
fore, give his consent to any procedure 
which will take his life away, but 
every human being of adult years and 
sound mind has a right to determine 
what shall be done with his own body. 
An operation without consent con- 
stitutes a technical assault for which 
the surgeon is liable for damages. 
Consent for operation should be ob- 
tained beforehand. The consent 
should cover the specific operation, 
and unless the need for further 
surgery, essential to preserve life or 
health of the patient, is present, the 
operation should be limited to the 
consent granted. No separate or un- 
related operation should be performed 
without prior consent. 

The consent for operation should 
be obtained from the individual if an 
adult and of sound mind. Only oral 
consent is necessary. However, in the 
event of claim, oral consent is difficult 
to prove, and hence, consent in writing 
is advisable. It should also be duly 
witnessed. Individuals concerned in 
the operation or the consent should 
not witness the document. 

The consent should state the oper- 
ation specifically. Blanket consent 


forms which state that the surgeon 
is authorized to undertake or perform 
any and all procedures are undesir- 
able and are not recommended, be- 
cause some courts have held such con- 
sents to be invalid. 

Consents for operation contrary to 
law are also invalid and do not ex- 
empt the surgeon from either criminal 
or civil liability. 

The consent for operation by a per- 
son of unsound mind is not legal con- 
sent. Consent must in these cases be 
obtained from the individual who is 
the guardian of the person. On the 
other hand, no consent for operation 
is required by law where the authority 
for the operation is compulsory by 
law. Compulsory vaccination is an 
excellent example where consent for 
the vaccination is not required, be- 
cause the vaccination is required by 
law. 

Consent for operation cannot be 
granted by a minor. Consent must be 
obtained from the parents or guardi- 
ans. In certain jurisdictions, the par- 
ents have equal custody. The con- 
sent of only one is required. If the 
parents are divorced or separated, 
only the one who has custody of the 
minor has the right to give consent. 

The determination of what con- 
stitutes a minor must be ascertained 
by the medical record librarian from 
the hospital attorney for the particu- 
lar jurisdiction in which she is lo- 
cated. 

Common law recognizes minors as 
those under twenty-one years of age. 
However, the statutes of the various 
states may affect this common law; 
for example, in certain states the age 
of majority for females may be 
eighteen years of age. In still other 
states, the marriage laws may affect 
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PRESENTING New GE Circlair Drier 








through-the-wall 
drier at no extra cost! 


two or more times 
film output of 
even larger driers! 


Bek 
The Circlair has racks made of stainless steel, and a special Im- 
permo drip tray that’s unaffected by chemicals! Comes in a smart 
pearl gray with attractive stainless-steel trim. And for extra utility 
— extra convenience it can be equipped with a workbench top. 





DRYING OUTPUT OF THE CIRCLAIR 


Tests at relative humidities 38% 82% 86% 





A—dry, except under clips 


B—completely dry A B A B A 8 





CiRCLAIR (15 film) 
Minutes per load - 29% 39% 29% 421%, 311% 44%, 
‘Loads perday - - 16 12 16 WW 15 10 


Films per day - - 240 180 240 165 225 150 








In order to fully realize the high efficiency of the GE Circlair, we 
suggest that you make a test, using your own drier under your 
present operating humidity. Do it — compare it with the chart 
above and see the difference for yourself! 


In the tests recorded above, all films were developed, fixed and 
washed and — without any wetner or pre-drying — were put 


into pre-heated driers dripping wet, Only 14” x 17” films were 
used in making the tests, 
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units can be banked 
to save space! 





compares in film output 
to chemical driers costing 
up to three times as much! 














Circlairs can be stacked one above the other. Double output with 
no sacrifice in space. Remember, it’s a through-the-wall drier — 
has doors both front and back. Other units cost $50 to $150 extra 
equipped with this convenience. (Rear view shown above.) 


Here’s a circulating hot-air drier with a performance rating 
far above its size and modest price. Though it holds only 
15 films at a time, it dries them so much faster that its 
output is greater than any 18- or 24-film drier we've 
tested. Actually compares in film output with chemical 
driers costing up to three times as much. 

For performance rating of the Circlair, see the accom- 
panying chart — notice how fast the Circlair dries at all 
humidities. Start realizing the benefits of this remarkable 
drier soon. See your GE X-Ray representative or write 
direct to General Electric X-Ray Corporation, Dept. K - 7, 
Milwaukee 14, Wisconsin. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 
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the determination of minors also. No 
blanket rule can be given. Each hos- 
pital must have the determination of 
minors ascertained for its jurisdiction. 

Of special interest, however, are 
the Eugenic Sterilization Laws. These 
laws control the sterilization of per- 
sons suffering from inheritable mental 
diseases, deficiencies, and feeblemind- 
edness, and of certain criminals. It is 
essential to ascertain the context of 
the law and establish administrative 
routines to conform to the details of 
the law. 

If the sterilization is classified as a 
medical necessity, the usual rights 
apply, although it is considered ad- 
visable for the surgeon to secure ade- 
quate protection for himself by con- 
sultation. In addition, it is also ad- 
visable to obtain the written consent 
of both marital partners in the event 
one of them is to be sterilized. 

In summary, where surgery is to be 
performed, and where no emergency 
exists, a specific and direct consent to 
operate should be obtained, prefer- 
ably in writing and duly witnessed. 

As has been frequently stated, cir- 
cumstances alter cases. Implied con- 
sent is held to exist in emergencies 
where conditions call for immediate 
action for the preservation of life or 
health of the patient, and it is im- 
practical to obtain his consent or the 
consent of any one in authority. 

Such situations, however, need not 
concern the medical record librarian 
as it is the surgeon’s duty and respon- 
sibility. 

2. Consent for Treatment. The 
discussion of consent for operation 
can be equally applied to consent for 
treatment. However, in this regard, 
while rights do not change, the act 
of a person placing himself under a 
physician’s care implies that he con- 
sents to treatment. In the event, 
however, that the treatment has with 
it any element of danger to life or 
health, or a possibility of revealing 
information injurious to himself or 
others while under such measures as 
narcotherapy, a written consent 
should preferably be obtained. 

3. Consent for Autopsy. What has 
been said about consent for op- 
eration and treatment applies equally 
well to consent for autopsy except 
that naturally in such circumstances 
the consent of the patient is not per- 
tinent, as a body has no legal ex- 
istence. However, an autopsy may not 
be performed upon the body of a de- 
ceased patient or person without the 
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consent of the nearest relative or the 
consent of the person who is entitled 
to possession of the body unless the 
autopsy is ordered and performed in 
accordance with law by a coroner or 
medical examiner. 

An autopsy performed without con- 
sent is a trespass against the person 
having legal possession of the body 
for burial. 

The question as to whether a per- 
son can authorize an autopsy upon 
his own body by will is debatable. 
Court decisions are not unanimous; 
however, the desire of a person to be 
cremated or otherwise to dispose of his 
body is usually upheld by the courts 
as a person’s right. 

Different jurisdictions have differ- 
ent laws in regard to coroners or med- 
ical examiners. Usually it may be 
accepted as customary for coroners 
and medical examiners to have the 
right to conduct investigations into all 
cases of accidental or violent deaths, 
as well as cases wherein the circum- 
stances surrounding the death were 
questionable, indeterminate or sus- 
picious. But it must be recognized 
that unless in these cases the law 
specifically gives the coroner or med- 
ical examiner legal rights over the 
body, they may not authorize an 
autopsy. 

4. Right of Privacy. The right 
of privacy is an important one and 
is basic to freedom and liberty. It 
may be simply expressed as the right 
to “live alone” without interference 





from neighbor or outsider except as 
exempt by due process of law or the 
responsibilities of citizenship. In re- 
gard to hospital patients, the right of 
privacy protects the patient from 
undesired publicity, photography, etc. 
No medical record nor photograph 
may be used in such a way as to 
identify the patient without his con- 
sent or authorization. 

There is a close link between the 
right of privacy and privileged com- 
munication. This close link is recog- 
nized in the furnishing of information 
to newspapers, etc. When the public 
interest seems to supersede the in- 
dividual’s right of privacy, the basic 
implication of whether or not the pa- 
tient will be embarrassed, distressed, 
shamed or slandered will influence the 
decision. 

5. Privileged Communications. 
“Privileged Communication” is de- 
fined in Webster’s Dictionary as “ 
communication between parties to a 
confidential relation such that the re- 
cipient cannot be legally compelled 
to disclose it as a witness as a com- 
munication between a lawyer and his 
client, a husband and wife and a 
doctor and his patient.” At Common 
Law, communications made by a pa- 
tient to a doctor were not privileged 
but in many jurisdictions this has 
been changed by statute. Where there 
are statutes, courts have interpreted 
them usually very broadly. 

Communications made in the pres- 
ence of a third person are not con- 








Shown during a session of the Middle Atlantic Hospital Assembly held in Buffalo, 
N. Y. May 24-26, are the presidents of the three state groups comprising the Assembly, 
with the retiring president. Left to right: Anthony W. Eckert, director, Perth Amboy 
(N.J.) General ert president, N.J.H.A.; Moir P. Tanner, director, Children’s 


Hospital of Buffalo, N. Y 


., retiring president, M.A.H.A.; Alma M. Troxell, superin- 


tendent, Oil City (Pa. ) Hospital, president, P.H.A.; Carl P, “To _ superintendent, 
St. Luke’s Hospital, Utica, N. Y., president, N.Y.H 
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sidered privileged unless the third 
person is there as an assistant or 
aide. For example, communications 
made between patient and physician 
through an interpreter or in the pres- 
ence of the doctor’s assistant are con- 
sidered privileged. While the patient 
cannot be forced legally to divulge 
the communication, the patient has 
the right to relinquish his right if he 
so desires. : 

Included in the term “privileged 
communications” is information con- 
tained in medical or hospital case 
records or other documents. But any 
and all information required to be 
furnished by statute, ordinance, etc., 
is not considered to be privileged nor 
is information about non-professional 
or non-medical matters, such as name, 
age, address, etc. This general rule is 
modified in situations wherein the re- 
vealing of the patient’s hospitaliza- 
tion might be injurious to his reputa- 
tion or character, for example, the re- 
porting of the hospitalization of an 
unmarried mother in an institution 
exclusively for the care of maternity 
patients might be considered as 
derogatory to the best interests of the 
patient. 

Privileged communications are alse 
limited to civil cases. Communica- 
tions, documents, records, etc., are not 
privileged in criminal cases or in crim- 
inal courts. 

The fact that privileged communi- 
cation or information has been di- 
vulged may be the stimulus to an ac- 
tion for damages, but the mere fact 
that the information was divulged is 
not sufficient evidence to sustain an 
action for damages unless the release 
of the information resulted in injury, 
such as embarrassment, defamation 
of character, etc. of the person mak- 
ing the claim. 

6. Right of Action. An individu- 
al has the right of action, which means 
that he has the right of legal and 
formal demand from another person 
or persons made’and insisted upon 
in a court of law for his rights. 
Naturally, the right of action is 
limited to the grounds upon which an 
action may be sustained and also by 
certain periods of time. In law, causes 
of actions fall into two major classes: 

(1) Those arising ex contractu (out 

of contract) and~ 

(2) Those arising ex delicto (out 

of or founded upon a wrong or 
injury—a tort). 

Medical record librarians will have 
little contact with the former but may 
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“Package for Doctor Wupper—sign here 
please” 





frequently be called into court to 
present the record in actions founded 
upon an injury or a wrong. 


B. Legal Factors 


Certain legal factors influence the 


special rights listed above. Some of 
these factors also have a direct bear- 
ing upon the responsibilities, duties 
and actions of the Medical Record 
Librarian. Only two or these factors 
will be discussed, namely, 

(1) Liability for the acts of other 

persons; 
(2) Statutes of Limitation. 


1. Liability for the acts of other 
persons. In law, the phrase “Re- 
spondeat Superior” literally trans- 
lated is “Let the Master Answer.” In 
substance, it means that the master 
is responsible for the acts of his serv- 
ants and hence is liable when the acts 
of his servants are injurious to others. 
Law also recognizes that a master is 
responsible and, therefore, liable for 
the acts of his agents. These two 
statements contain the essence of the 
philosophy of the law as it relates to 
the liability of persons for the acts 
of others. 

It is well understood that each per- 
son is liable for any of his own acts 
which may cause injury to others. It 
is not commonly as well recognized 
that each person is liable for the acts 
of his servants or agents which may 
cause injury to others. 

An act which may cause injury to 
another is called a tortious act and 
the injury or wrong that was done is 
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legally known as a tort. A tort may 
involve either a person or property. 
Torts are usually considered as falling 
into three classes: 

(a) Invasion of a legal right of a 
person ; 

(b) Violation of a private obliga- 
tion by which damage accrues 
to an individual; 

(c) Infraction of a public duty by 
which special damage accrues 
to an individual. 

It, therefore, becomes obvious that 
it is of no consequence whether the 
wrongful act was performed by a per- 
son or by another acting as the agent 
of the person. 

An agent, however, is liable for his 
own tortious act as an individual. Be-. 
ing responsible to his superior, he is 
also liable to his superior for injuries 
that his superior sustains due to the 
negligence of the agent. But an agent 
is not liable for the tortious acts of 
a co-worker or subagent if the agent 
did not participate in the tortious act 
or if he did not authorize the act, 
either expressly or impliedly. 

For example: If a doctor properly 
writes an order on a chart and the 
nurse improperly carries out that or- 
der, resulting in injury to the patient, 
the doctor is not liable but the nurse 
is. On the other hand, if the doctor 
incorrectly writes the order and the 
nurse incorrectly carries it out with 
injury to the patient, both doctor and 
nurse are liable. A supervisor of the 
nurse, however, would not be liable 
unless she had instructed the nurse 
to carry out the order as written. 


The second section of this article 
will appear in an early issue. 


Biological Photographic 
Association to meet 

Surgical motion picture photogra- 
phy, photomicrography, photography 
of gross specimens, copying radio- 
graphs, stereophotography, legal as- 
pects of patient photography and the 
preparation of prints for publication 
are among the subjects for discussion 
at the 20th annual meeting of the 
Biological Photographic Association 
meeting at the Hotel Sheraton, Chica- 
go, Ill., Sept. 6-8, 1950. 

The convention chairman, from 
whom a program can be had, is Ralph 
P. Creer, American Medical Associa- 
tion, 535 N. Dearborn Street, Chicago 
10, Ill. 
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Hot coffee kept hot; 
patients kept happy 

The attractive brunette behind the 
breakfast tray pictured below is prob- 
ably smiling because she knows the 
coffee contained in the stainless steel 
pot in the foreground will meet with 
approval because it’s piping hot and 
will stay that way until the last cup is 





poured. Such confidence is the result 
of the new Stanley Coffee Server, made 
by Landers, Frary & Clark, and virtual- 
ly guaranteed to keep the brew fresh 
and hot on the sometimes long trip 
from kitchen to bedside. LF&C are 
also manufacturers of a stainless steel 
vacuum water pitcher which, converse- 
ly, keeps water cold at the patient’s 
bedside. Both products are unbreakable 
as well as attractive. 

Circle 701 on mailing card for details. 


Four-purpose floor brushes 
Suitable for use on all types of rotary 
floor cleaning machines up to 32 inches 
in diameter are the brushes in the new 
Series M-100 made by the Malish Brush 
and Specialty Co. The brushes are 
available with four different types of 
bristles: Flat steel wire for heavy-duty 
floor cleaning, round steel wire (see 
cut) for medium duty, non-ferrous 
beryllium for areas where possible 





sparking would be dangerous, and fibre 
for hardwood, linoleum, etc. Featuring 
a special concave bristle trim, the new 
brushes promise maximum operating 
efficiency in minimum time; when in 
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operation, the outer rows of bristles 
flare out, bringing all the bristles into 
equal contact with the floor. 

Circle 702 on mailing card for details. 


How to control insects 
Summertime inevitably brings with 
it the problem of insect control, and 
hospitals in particular must wage a 
constant. battle 
against a wide 
variety of germ- 
carrying and an- 
noying bugs. The 
West Disinfecting 
Co. suggests as a 
weapon its spe- 
cial Vaposector-Mistorizer combination 
which features a 25-oz. ac-dc electric 
sprayer which can be adapted to either 
area-fogging or direct-contact use and 
comes with five gallons of West’s in- 
secticide. The portable mistorizer dis- 
penses one ounce of insecticide per 
minute when used for fogging and the 
fluid is so concentrated that only two 
ounces are required to kill all crawling 
and flying insects within 1,000 cubic 
feet of space. The fluid, when used 
properly, involves no danger of con- 
tamination, corrosion, after-odor, stain- 
ing or explosions, and its concentration 
is such that it will not settle or con- 
dense on surfaces. All you have to do 
is clean up the bugs. 
Circle 703 on mailing card for details. 





"Stringmaster" potato cutter 
Patients enjoying an unrestricted 
hospital diet will probably welcome 
deep fried ringlet potatoes, listed by 
the restaurant trade as “best sellers,” 
and the operation of peeling and cutting 





potatoes for this purpose can be as 
simple as turning a crank with the new 
“Stringmaster” potato cutter. Accord- 
ing to the Stringmaster Co., which man- 
ufactures the cutter, less than ten 
seconds are required for peeling and 
stringing the spuds into long coils 
ready for deep fat cooking, and in addi- 
tion to cutting labor costs the machine 
can actually save one sack of potatoes 
in every five used. The machine itself, 
pictured above, is constructed of a 
special aluminum alloy with stainless 
steel operating parts, and its simplicity 
of design cuts down maintenance costs 
to a minimum. 

Circle 704 on mailing card for details. 





PRODUCT NEWS & AIDS 


Utility ventilating set 

Pictured below is the new utility 
ventilating set being manufactured by 
the United States Air Conditioning 
Corp. for the proper ventilation of in- 
stitutional buildings. Regulated by a 
new usAIRco Vari-Flo control, de- 
signed specifically for this model, the 
new unit adjusts air volume over large 





areas; the motor is cooled by air drawn 
through a slot in the bottom of the 
belt-guard and discharged by a blower 
from an outlet in the fan housing. 
Close coupled design makes it possible 
to install the unit outdoors. 

Circle 705 on mailing card for details. 


Lightweight battery for 
E. N. T. instrument light 

Two four-volt, six-ampere non-spill 
storage cells have been incorporated in 
a new storage battery unit now being 
made by the George P. Pilling & Son 
Co. primarily for use with battery- 
lighted instruments. Weighing only 16 
pounds, the new unit is portable, and 
its double cell construction keeps one 
cell constantly in reserve so that when 
one is exhausted the other may be 
switched on without changing instru- 
ment light cord tips. The cells are con- 
tained in transparent plastic cases with 
a charge indicator which reveals at a 





glance the condition of each cell. A 
rheostat controls the regulation of lamp 
brightness and a built-in charger per- 
mits recharging with house current. 

Circle 706 on mailing card for details. 
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Miniature sound level meter 
Scientists are generally agreed that 
not only loud noises but any kind of 
persistent sounds can be a great strain 
on the nervous system; an old form of 
torture was to drip water on or near 
a prisoner in an otherwise silent cell. 
We're not advocating such practices 
in hospitals, but Herman Hosmer Scott, 





Inc., has on the market an interesting 
gadget which accurately measures in- 
door and outdoor acoustics, common 
noises and machinery sounds as well 
as hearing requirements, which may 
find application within the hospital as 
a means of checking on unnecessary 
racket. About the size of a pocket flash, 
the sound level meter’s range covers 
34 to 140 db. above the American Stand- 
ard Association weighting character- 
istics which duplicate ear responses at 
various levels of loudness. It has sub- 
miniature tubes and hearing-aid size 
batteries with a normal operating life 
of 50 hours. Optional accessories in- 
clude a carrying case, extension cable 
with input adapter and a mounting tri- 
pod. 

Circle 707 on mailing card for details. 


Syringe holder offered 
by Midwest 

The Mizur syringe holder, manufac- 
tured by the Midwest Surgical Supply 
Co., is a stainless steel tray which will 
hold 24 assembled syringes for auto- 
claving or sterile storage, eliminating 
the necessity for individual wrappings. 





In this way, trays of sterile syringes 
may be distributed to clinics or wards 
for daily use with less time being re- 
quired on a day-to-day basis for steri- 


lizing. The Mizur unit will hold 2 or 
5 cc. syringes and measures 6” wide, 5” 
high and 8” long to fit compactly into 
cabinets or on dressing carts. 

Circle 708 on mailing card for details. 


Boost hot water 
temperatures 40° 

To comply with most legal sanitation 
requirements, hot water for rinsing pur- 
poses must be at least 170° F. in order 
to kill bacteria; frequently, building hot 
water supplies range around 140° F. 
The Coates Electric Hot Water Boost- 
er Heater, designed to fit beneath the 
sink, will automatically raise water tem- 
peratures to 180° F. and maintain that 
temperature for safe, sanitary rinsing 
whenever needed. Elements are 
mounted in a removable head so that 
servicing and replacement can be ac- 
complished without altering plumbing 
connections, and two inches of insula- 
tion prevent heat loss. The Booster has 
a water storage capacity of three gal- 
lons and will fit any dishwasher, al- 
though it can be used wherever addi- 
tionally hot water is needed. 
Circle 709 on mailing card for details. 


Dual-purpose laboratory bath 
The American Instrument Co., Inc., 
is now manufacturing a dual-purpose 
constant temperature bath for use as 
either a laboratory: bath or for circulat- 
ing liquid of precisely controlled tem- 
perature through external apparatus 
such as polarimeters, spectrometers, in- 
cubators, specimen holders, etc. It con- 
sists of an insulated stainless steel tank, 
a circulating pump and stirrer, LoLag 
electric heaters, a thermo-regulator and 
an outside control box which may be 
table or wall mounted. Temperatures 
are held constant within 0.03° C. at 
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any temperature between 6° C. above 
ambient to plus 95° C. when water is 
used as the fluid; when oil is used, tem- 
peratures up to 150° are possible. A 
cooling coil will maintain a minimum 
temperature at around 6° C. below 
ambient. Liquid capacty is three gal- 
lons and the bath is small enough to 
be portable. 

Circle 710 on mailing card for details. 


Stretcher-to-bed . 
transfer simplified 

Here’s an easy solution to the prob- 
lem of “unloading” heavy patients from 
stretcher to bed. Toland Hospital 
Equipment has designed a new over- 
bed stretcher the top of which may be 
adjusted to the exact height of the hos- 
pital bed or operating table and then 
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tilted so that the patient slides easily 
into it. This means that one nurse can 
handle the transfer alone without un- 
necessary strain for herself or the pa- 
tient. The stretcher top is centered 
over the base, contributing to its stabili- 
ty in both level and tipped positions. 
The top will tilt in either direction so 
the stretcher should be especially help- 





ful in wards, for instance, where space 
restrictions may require using either 
the right or left side of the bed. Wheel 
locks make it possible to steer the 
stretcher easily in transit, and all ad- 
justment controls are centrally located. 
Circle 711 on mailing card for details. 


Autopsy table features 
built-in sink 

The Jewett Refrigerator Company, 
Inc., recently introduced a new autopsy 
table with a built-in sink provided with 
a drain for plumbing connections. The 
table’s top is of stainless steel, tilted 
enough to drain into the sink, and has 
an elevated sliding instrument tray, also 
tilted for drainage, which is designed 
to slide along the rounded rim of the 
table to any position or to be removed 
entirely. There are two full-width body 
rests which also slide back and forth 
freely on the rim and can be removed 
entirely if desired. A removable head- 
rest of stainless steel at the end is com- 
pletely adjustable, as are the legs to 
compensate for uneven floor surfaces. 
The table is 8’4” long, 2’8” wide and 
2’11%4” high. 
Circle 712 on mailing card for details. 








These items are numbered for 
your convenience in requesting 
further information. Circle them 
on the mailing cards facing page 
104, 
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New gatch spring 

Pictured below is the most re¢éent 
addition to the Hard Manufacturing 
Company’s line of hospital furniture 
designed to give you the most for your 
money. Hard’s new TG Gatch bed has 
only two crank handles instead of the 
usual three and yet can make possible 





all of the 16 positions commonly re- 
quired of a hospital bed. Versatility of 
operation such as this, coupled with 
simplicity of design and _ operation, 
contribute to the spring’s economy. 
The head rest section does not move 
on rollers but instead is permanently 
attached to the lift links, and new type 
head and foot lifting mechanisms have 
been incorporated. All four corners of 
the fabric frame have reinforced braces 
in addition to head and foot mattress 
guards which keep mattresses aligned. 
The screw mechanism has ball-bearing 
thrust and is easily reached for oiling 
and cleaning. 

Circle 713 on mailing card for details. 


How to reduce laundry costs 
Cost - conscious administrators who 
are ever on the look-out for ways to cut 
expenses will be interested in a com- 
bination soap and synthetic detergent 
made by Essential Chemicals Co. and 
said to reduce labor and material costs 
in institutional laundries by as much 
as 50 per cent. The combination cleans- 
er, “D-Flox,” has the soil-removing 
properties of soap but won’t create soap 
scum since it contains water softeners. 
The cleansing action is by defloccula- 
tion of soil—the dirt is broken down 
into thousands of tiny particles which 
rinse out easily, and, for this reason, 
sudsing and rinsing operations should 
be cut down. It can be used with either 
cool or hot water, says the manufac- 
turer, so that heating expenses may be 
reduced to some extent. Available 
through sanitary and laundry supply 
houses in both sudsing and non-sudsing 
formations. 
Circle 714 on mailing card for details. 


“Soil-proof" wallpaper 

“Beauty in armor,” suggests the man- 
ufacturer, describes Glendura, a new 
soil-proof wallcovering which will perk 
up the appearance of a hospital room 
without sacrificing any of the practi- 
cal elements of plain painted surfaces. 
Spot and soil resistance is achieved by 
treating color particles with a synthetic 
resin material which seals them in and 
forms an invisible shield, or “coat of 
armor,” through which dirt cannot en- 
ter. Such protection keeps Glendura 
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from fading, and even harsh cleansing 
solutions may be used to keep it “hos- 
pital” clean. The high strength paper 
stock from which Glendura is made 
and the protective coating make it easy 
to hang and also resistant to abrasion. 
A wide selection of patterns and colors 
to brighten the rooms of both patients 
and personnel is available. 

Circle 715 on mailing card for details. 


“Invalift" takes risk from 
handling helpless patients 

An ingenious electrical device shown 
at the Association of Western Hospi- 
tals Convention last April is the “Inva- 
lift,” a portable lift for turning, moving, 
weighing or raising helpless patients 
without their being disturbed. Made 
by Invalift, Inc., on the West Coast, 
the lift was designed by an engineer 
with suggestions from doctors and 
nurses as to the most practical and 
efficient functions. Operating much 
like an industrial crane, the lift has a 
stretcher suspended from its upper 
framework; when this is adjusted under 
the patient, finger-tip electrical con- 
trols elevate patient and stretcher from 
the bed or table so that he can be trans- 
ferred or turned as necessary. Chronic 
invalids, surgical cases and similarly 
non-ambulant patients can be moved 
or even weighed by means of a special 
scale attachment with the new lift. 
Lifting strength of the Invalift is 1,000 
pounds, and one attendant can easily 
operate the device. 
Circle 716 on mailing card for details. 


New camera snaps inner eye 
Two years’ research by Bausch & 
Lomb Optical Co. has resulted in the 
development of a high speed camera 
for photographing the interior of the 
eye—in color or black and white. The 
camera’s development came as a result 
of a request from the U. S. Public 
Health Service for data on the relation- 
ship between enlarged retinal blood 
vessels and such vascular diseases 
as high blood pressure and arterio- 
sclerosis. Pictures of the retina, nerve 
fibers and other microscopic struc- 
tural elements of the inner eye may 
now be used to gauge progress in 
treatment of these diseases as well as 
in revealing the preliminary stages of 
systemic diseases, the clinical symp- 
toms of which do not appear until late 
in development. A promising research 
tool, the new camera may contribute 
much to the prevention of blindness 
which is expected to afflict some 220,- 
000 Americans during the next ten 
years. 
Circle 717 on mailing card for details. 


Rubber link floor mat 

A rubber link floor mat which comes 
in a variety of colors to blend with in- 
terior decorating schemes is being 
manufactured by the American Mat 
Corp. Called “Ezy-Tred,” the mat has 
links 34” wide and 13%” long which are 
woven into a framework of rust-resist- 
ing galvanized spring steel wire to 
form an effective dirt-collecting mat 
surface. Additional features suggested 
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by the manufacturer include traffic 
silencing and the prevention of slipping 
on entrance, lobby or corridor floors. 
Ezy-Tred mats are custom made in any 
desired design or pattern and come in 
combinations of dark blue, orange, 
white, dark or light green, grey, dark 
or light brown, black and red. 

Circle 718 on mailing card for details. 


How to sort rubber gloves 
Nothing, probably, can be more trou- 
blesome than sorting surgical gloves 
by size, particularly when size marks 
begin to wear off. With this in mind, 
it occurred to the Seamless Rubber Co. 
to “Kolor-Size” their Standard Brown 
Milled surgeons’ gloves by using a dif- 
ferent color on the band of each size 
glove. Thus marked, glove-sorting is 
simply a matter of separating colors— 
i.e., blue bands are size 6%, green, size 
8, and so forth. Faded size marks after 
several trips to the sterilizer often re- 
sult in mismatching of gloves, a mis- 
take that may be virtually eliminated 
by color identification. Color bands are 
bonded to the gloves, which are stand- 
ard in every other respect, so they can- 
not come off. 
Circle 719 on mailing card for details. 


Multiple purpose bed light 

The Hospo Organization has come 
out with a new light model designed to 
serve all purposes in the hospital room. 
Flexible joints at either end of the ex- 
tension standard permit movement in 
any plane for a full 360 degrees. When 
attached to the gatch spring of the hos- 
pital bed, the fixture moves in conjunc- 
tion with the back rest so that it will 
always be in the most desirable posi- 
tion as the bed is raised or lowered. 


AE RSENS cE ee 





is ss Ao a i : 
At the bedside, it can be used as an 
examining light or turned ceiling-wards 
to light the whole room indirectly. A 
locking device prevents its working 
loose or falling off but the attachment 
may be moved easily anywhere in the 


room. 
Circle 720 on mailing card for details. 

















NAMES & NEWS OF SUPPLIERS 


Warner-Hudnut, international drug 
and pharmaceutical house, whose drug- 
manufacturing unit, William R. Warner 
& Co., produces a number of well-known 
products, on.July 26 formally dedicated 
its new West Coast headquarters at 2340 
Eastern Avenue, Los Angeles. The new 
plant, costing $500,000, stands on a 5%4- 
acre plot, with ample room for erecting 
later manufacturing facilities in addi- 
tion to the sales and staff offices, ware- 
housing and shipping now provided for. 
Elmer H. Bobst, president, Robert J. 
Davis, executive vice-president and di- 
rector, and Charles A. Pennock, presi- 
dent of Hudnut Sales Co., came from 
New York to assist at the dedication. 
Henry R. Herold, vice-president in 
charge of West Coast operations, said 
that the various sales and distribution 
offices of the allied companies in the 
area would be moved into the new plant 
at once. 


Lannon F. Mead, president of the Re- 
gina Corp., which manufactures electric 
floor polishers and vacuum cleaners, re- 
cently anounced that his company has 
acquired the floor machine business of 
the Corbin Screw Division of the Ameri- 
can Hardware Corp., New Britain, 
Conn. Regina, at Rahway, N. J., will 
take over the manufacture and sale of 
Corbin’s heavy-duty floor machine 
which has had only limited distribution. 


The American Heart Association will 
have one billion units of penicillin, the 
gift of Schenley Laboratories, Inc., at 
their disposal for use in studying 
rheumatic fever. The donation, arranged 
through the American Legion’s Nation- 
al Rehabilitation Commission and 
Schenley Post 1190, will be used by a 
group of physicians doing research on 
rheumatic fever and heart ailments 
caused by that disease, according to an 








Will Ross, above right, who was recently elected chairman of the board of Will 
Ross, Inc., Milwaukee, Wis., hospital supply house since 1914. At left is C. E. Pain, 
Jr., the newly elected president of the company, who succeeds Mr. Ross in that 
capacity. Miss Jeanette McKelvey, not pictured, was re-elected secretary-treasurer. 


announcement from Dr. Charles A. R. 
Connor, medical director for the AHA. 


First place in a national design con- 
test sponsored by the Beaux-Arts In- 
stitute of Design in cooperation with the 
Tile Council of America was won by 
Quentin N. Hofman, a 28-year-old stu- 
dent of architecture at the University of 
Illinois. Mr. Hofman’s treatment of the 
contest problem of designing a chil- 
dren’s tuberculosis hospital using real 
clay tile was to design each ward with 
large clay tile panels depicting layouts 
for football, basketball or baseball 


games. 





































Hospital administrators and their wives from the San Francisco Bay area at lunch 
in the cafeteria of Cutter Laboratories’ Berkeley (Cal.) plant during a recent visit. 
They are (from left to right) Colin Findlay, Cutter Sales Department; R. W. Blais- 
dell, San Jose Hospital; Harold Alden, St. Francis Hospital, San Francisco; Mrs. 
Blaisdell; Thomas E. Tonkin, U. C. Hospital, San Francisco; Mrs. William May; 
Mrs. Stanley Volga, Berkeley; J. E. Peterson, Highland Alameda Hospital, Oak- 
land; W. D. May, Children’s Hospital, San Francisco; Marion J. Wright, Stanford 
Hospitals, San Francisco; and Stanley Volga, Herrick Hospital, Berkeley 
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During the past six months, 778 sen- 
ior students, representing eleven 
American colleges, have been guests of 
Abbott Laboratories, North Chicago, 
Ill. Abbott played host to the would-be 
pharmacists with tours of the com- 
pany’s modern laboratories, dinner ses- 
sions where various officials of the well- 
known pharmaceutical house talked 
shop, and sight-seeing tours of Chicago. 


Eclipse Sleep Products, Inc., has or- 
ganized a new Contract Division as a 
part of its expanded sales program. The 
new department, which will be under 
the direction of Harry B. Bergere, 
will serve hospitals, hotels, govern- 
ment agencies, and institutions of all 
kinds in marketing the company’s line 
of bedding items. 


The newly appointed sales manager 
of drug sundries, water wear and spe- 
cialties for the United States Rubber 
Co. is Fred O. Thornton, according to 
an announcement by John W. Sproul, 
sales manager of general products for 
the company. Assisting Thornton will 
be Thomas L. Skinner, formerly a dis- 
trict sales manager in the St. Louis 
area. 


The Silex Co., Hartford, Conn., has 
announced three new appointments 
within the organization. H. B. White- 
head is now works manager, in charge 
of all manufacturing and engineering 
operations; H. M. Voglesonger is the 
new manager of product and develop- 
ment engineering, and J. A. Hamilton 
has been appointed advertising and 
sales promotion manager. 


105 



































































Housekeeping * Laundry « Maintenance 











How are you going to remove those stains? 


Here are expert answers | 


ROBABLY few commercial laun- 
dries have to contend with the 
great variety of stains which hospital 
laundries meet. Many hospitals may 
find useful the fine work done by the 
American Institute of Laundering, 
Joliet, Ill., on types of stains and their 
removal. 

Manufacturers recommend stain re- 
moval agents for the types of stains 
listed but these are not named here. If 
any hospital would like to have the 
names of commercial stain removal 
agents for any particular type of stain, 
HosPITaAL MANAGEMENT will be glad 
to submit lists of products and their 
manufacturers. 

Here are the lists of stains and 
recommendations for treatment sup- 
plied by the American Institute of 
Laundering. : 

Acids 

With the exception of nitric and 
phosphoric acid, acids do not generally 
produce stains upon white fabrics but 
often change or destroy the color of 
dyed materials. Phosphoric acid, 
which is present in syrups, will often 
stain wool at drying or pressing tem- 
peratures. Nitric acid, if concentrated 
or hot, will yellow white wool and silk. 
Vegetable fibers are destroyed readily 
by most acids, especially when con- 
centrated or hot. Strong sulphuric acid 
readily destroys cotton and linen, 
which consist chiefly of cellulose, but 
not wool and silk which do not contain 
cellulose. Strong nitric acid, or the 
dilute acid if allowed to become con- 
centrated by drying, not only turns 
the fibers of silk and wool to a per- 
manent bright yellow, but virtually 
attacks them. Dilute acids do not at- 
tack the fibers to any great extent un- 
less they are allowed to dry on the 
cloth and become concentrated. It is 
essential, therefore, that acid spots on 
textiles be neutralized at once by some 
alkaline solution. For this purpose any 
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one of the following should give good 
results: 


1. Water. Rinse the spot several 
times in a large volume of water. 
This treatment serves to stop any 
further action of the acid substance 
on the fabric, but usually has no 
effect upon any discoloration due 
to the acid. 

2. An alkaline substance. Apply an 
alkaline solution to the acid spot. 
The alkali forms a salt with the 
acid and this must be removed la- 
ter by rinsing or sponging with wa- 
ter. The acid should be neutralized 
completely with the alkali or the 
discoloration may reappear after a 
while. To determine when an acid 
is completely neutralized, touch it 
with a piece of litmus paper, wet 
in clean water. Litmus paper is red 
in the presence of acids and blue 
with alkalies. It may be purchased 
at some drug stores, but: if litmus 
paper is not available, it is possible 
to tell when an acid spot is neu- 
tralized by tasting it. If alkaline, 
it will taste bitter and if acid, it 
will taste sour. Any of the following 
alkalies may be used: 

a. Ammonia. If the spot is light, 
neutralize it by holding it in the 
fumes from an open bottle of 
strong ammonia. 

b. Sodium bicarbonate (baking 
soda). Sprinkle this on the stain 
on both sides, if possible— 





The Housekeeping and Maintenance 
Department is conducted with the as- 
sistance of Mrs. Orpha Daly, consult- 
ant on hospital maintenance service, 
Chicago, il: David Patterson, Chief 


Engineer of West Suburban Hospital, 
Oak Park, Ill., and the Institutional 
Laundry Managers Association of 
Illinois. 








moisten with water, and allow to 
stand until the acid is neu- 
tralized (shown in this case by 
the ceasing of the efferves- 
cence); remove the excess by 
rinsing in the water. 

Picric and tannic acids are some of 
the most difficult stains to remove. 
Picric acid dyes cotton a permanent 
yellow color which is practically never 
removed after being set. A treatment 
with a hot 10% solution of sodium 
sulfate will sometimes remove stains 
when they are relatively fresh. 

Fresh tannic acid stains can be re- 
moved by dipping them first in a 5% 
pyridine solution, followed by a 5% 
solution of sodium hydrosulfite. 


Age Stains 

These stains sometimes develop on 
old pieces that have been stored for a 
long period of time and, if light, gen- 
erally can be removed by the usual 
laundering process. Heavy stains may 
require the use of an oxidizing agent 
such as Javelle water for white cotton 
or linen pieces and potassium per- 
manganate followed by sodium bisul- 
fite or hydrosulfite for white wool and 


- silk. 


Airplane Dope—Airplane Glue 

The stain resulting from these com- 
pounds resembles flour paste, or ordi- 
nary glue. However, digestors will 
not affect the stain. The most suc- 
cessful method of treating this stain 
is the use of a mixture of equal parts 
of acetone and amyl acetate (cannot 
be used on cellulose-acetate rayon). 
Albumins 

Stains of this description include 
egg, mayonnaise and similar sub- 
stances. They may be washed from 
the load at low temperatures with 
soap and alkali, as in the break. It 
is to remove soil of this description 
that either a cold or a lukewarm (not 
over 100° F.) breakdown is used 
during the washing process. Albumins 
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. re- ' INSECT KILLING: Vaposector is forced to penetrate everywhere, 
an by highly efficient Mistorizers. Fogs completely enclosed areas up to 2,000,000 


cubic feet. Permeates cracks, crevices, remote hiding places. 

Vaposector is a highly concentrated insecticide. Fast-acting. Odorless. Non-toxic. 
ora And economical — when used in a West Mistorizer. 1,000 cubic feet of 

sual space needs only one ounce to control flying insects; 

only two ounces to control crawling insects, 
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42-16 West Street, Long Island City 1, New York 


64 Branches Throughout The United States and Canada 


tain A CONCENTRATED, SAFE-TO-USE MISTORIZER INSECTICIDE 








[| FREE— Please send me a copy of West’s 36 page 
booklet: INSECT CONTROL. 
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usually are removed during the wash- 
ing process. Since many albuminous 
spots are often combination spots 
containing grease, if any trace of stain 
remains, it may be spotted with an 
organic solvent such as carbon tetra- 
chloride, or else, if the pieces are 
white, boiled in a concentrated solu- 
tion of soap and alkali. If they are 
large, they may often be placed in a 
net and suspended for several hours 
in a stock soap solution, after which 
they may be rinsed. 

Digestors, which are usually en- 
zymes, have been recommended for 
use in removing albumin stains. 
Alkalies 

Alkalies are used in the home as 
household lye cleaners, etc. They 
attack wool and silk badly if the solu- 
tion is rather concentrated and hot. 
Colors are also likely to be affected or 
even destroyed by alkalies. It, there- 
fore, is important to neutralize alka- 
line spots at once. Use any of the 
following methods: . 

1. Rinse thoroughly in plenty of 
water. 

2. Apply a solution of a laundry 
sour to the color until the fabric 
changes to its original shade. Rinse 
thoroughly in water. 

Starch, in conjunction with alka- 
lies, will form a rust colored stain at 
ironing temperatures. This stain is 
easily removed by a solution of any 
sour. 

Argyrol and Silver Nitrate 

Argyrol is a silver proteinate that 
produces silver stains. Silver nitrate 
is used for such purposes as an as- 
tringent, in photography, hair dyes, 
chemical laboratory work, silver plat- 
ing, mirror manufacturing, etc. It 
leaves a tenacious black stain that is 
almost impossible to remove except 
by special treatment. One method is 
conducted as follows: A stock solu- 
tion of iodine-potassium iodide is pre- 
pared. One ounce of potassium iodide 
is dissolved in one ounce of water. 
One and a quarter ounces of resub- 
limed iodine is added, the solution be- 
ing stirred until the iodine is dis- 
solved. Add water to a total volume 
of one pint and store in brown colored 
bottles. 

Apply the above tincture with a 
glass rod to the silver nitrate stain, 
allowing it to remain for several min- 
utes. Tie up a spoonful of sodium 
thiosulfate in a small piece of white 
cotton cloth, dip into a cold dilute 
solution of ammonia, and tamp the 
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X-ray developer stains on hospital towel 

ready for testing of methods of stain re- 

moval in laboratories of American Insti- 
tute of Laundering, Joliet, Ill. 


iodine stain until it is removed. Rinse 
well. 

Argyrol stains may also be removed 
by use of a solution of mercuric chlo- 
ride—Poison. 

Javelle water sometimes will elimi- 
nate silver nitrate stains, providing 
the material is heated afterward with 
a solution of ammonia to remove the 
silver chloride that is formed. The 
Javelle water used should be cold as 
otherwise the silver salt will acceler- 
ate the action of Javelle water and 
tender the material wherever it is 
stained. 


Asphalt 

Asphalt or mineral pitch is regarded 
as an oxidized residue from the evap- 
oration of petroleum. It generally 
contains sulfur and nitrogenous in- 
gredients, but is essentially composed 
of hydrocarbons. Asphalt is soluble 
in carbon disulfite, acetone, cresol, 
carbon tetrachloride, gasoline, chloro- 
form, and benzol, but not in alcohol 
or water. One type of laundry mark- 
ing ink contains asphalt. 

This ink is soluble in 7 parts of 
phenol (carbolic acid) and 1 part 
Nitro-benzene (oil of mirbane). One 
particularly pure form of asphalt 
(gilsonite) is much used for black 
varnish. Any of these solvents may 
be used to remove traces of asphalt 
from wash goods. Since an asphalt 
spot often contains other foreign mat- 
ter, which makes a combination spot, 
treatment after spotting in a concen- 








trated alkali-soap solution at a boil 
often is of advantage. Such a treat- 
ment necessarily cannot be applied 
with success tc solid shade materials. 

Also recommended for use in re- 
moving asphalt is the following for- 
mula: 


Chote Held ww. Sec 2 parts 
oe eee 1 part 
Carbon Tetrachloride ..1 part 
MSOROON cles sa teie eines wets 1 part 


Denatured Alcohol ....% part 
Balsam of Peru 

Balsam of Peru is a hospital stain 
that usually is removed only by boil- 
ing for some time in a caustic soda 
solution (1%) followed by rinsing 
and souring. Any residual stain may 
usually be removed by a sodium hy- 
pochlorite bleaching treatment. An- 
other method commonly used is to 
brush commercial oleic acid on the 
stain and allow to stand for one hour. 
This should be followed by rinsing 
with a dilute solution of soda ash. 

Also recommended is the use of a 
solution consisting of 2 parts amyl 
acetate; 1 part benzol; and 4 part 
denatured alcohol. Ether, toluol, and 
carbon tetrachloride have been men- 
tioned as organic solvents to be used. 
Beer 

The iight brown discoloration re- 
sulting from beer will in many cases 
be removed by the washing process, 
particularly where the stain has not 
been allowed to remain on the fabric 
for a long period of time. Traces 
which remain may usually be removed 
by a treatment with Javelle water used 
for white cotton, linen, and rayon. 
Silk, wool and mohair fabrics should 
be treated with a solution of hydro- 
gen peroxide or sodium perborate. 
Beeswax 

Beeswax is obtained from the 
honeycomb of bees by melting it in 
hot water. The floating layer of 
melted wax is drawn off into molds. 
It is used in candle making, phar- 
macy, and shoe polishes. Tan shoe 
polish, for example, is composed of 
beeswax or carnauba (obtained from 
a species of palm and used in place 
of beeswax or for adulteration pur- 
poses) emulsified with borax and 
colored with a basic dye. The wash- 
ing process ordinarily will remove 
tan shoe polish or beeswax stains. 
Carbon tetrachloride also may be 
used. 
Blood 

The color of blood stains is due to 
hemoglobin, a red coloring matter 
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| THEY'VE GOT TO BE GOOD! 


—to meet the durability requirements of Hospitals. 


Huck and Turkish Towels (both plain and 
name woven) ° Cabinet Toweling * Bath 
Mats * Damask Table Tops and Napkins 
Corded Napkins * Diapers ¢ Flannelettes 
¢ Dunfast Suiting 


Consult your favorite distributor 


DUNDEE MILLS 


INCORPORATED®e GRIFFIN, GA. 


Manufacturers of Famous Nationally Advertised 


Drundetous- 


Showrooms: 40 Worth St., New York, N. Y. 
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@ Save Money, 
Floors, Equipment 
and Time by using 
DARNELL Casters 
and Wheels... Al- 
ways dependable, 
these low-cost. 
floor protection 
products have 
been made togive 
you a long life of 
efficient, trouble- 
free service. 


PROTECTION 


= 
ae 
= 


Damell Manual 


BY-¥ Told] ol-¥-Mal-¥-Tanve- 10) 0)@) 
different types of cas- 
ters and wheels—a type 
for every industrial use. 


DARNELL CORP. LTD. 
Long Beach 4, Calif. 


60 Walker St., New York 13, N. Y. 
36 N. Clinton, Chicago 6, Ill. 
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containing iron. It is a protein, as are 
albuminous stains, and therefore is 
coagulated, or “set” by heat. For this 
reason, it is important that the first 
aids used in such classifications as 
butchers’ aprons, etc., should not ex- 
ceed 100° F. and that the treatment 
at comparatively low temperatures 
should be of sufficient duration to 
remove the protein matter prior to 
the application of hot suds and rinses. 
This may necessitate the use of two or 
three breakdowns or suds at break- 
down temperatures. 

Usually, blood stains are elimi- 
nated by the washing process, the 
stain of hemoglobin being eliminated 
by the action of Javelle water. In 
some cases a brown stain that has de- 
veloped from the iron contained in the 
blood may remain. Use oxalic acid 
solution and rinse. | 

Silk or wool pieces may be sponged 





with hydrogen peroxide to remove the 
last traces of blood stains. 

Glacial acetic acid is used to re- 
move old or set blood stains with both 
good and mediocre results. Lactic 
acid may also be used to remove this 
type of discoloration. 

Still another spotting medium is a 
50-50 mixture of Lysol and carbon 
tetrachloride. This should be worked 
well into the fabric in the stained 
area. 

It is practically impossible to re- 
move blood stains that are on sheets 
and towels from undertaking parlors. 
The discoloration may sometimes be 
lightened, but seldom or ever to an 
appreciable degree by the treatments 
listed above. 

This series of authoritative arti- 
cles on stain removel in the hospital 
laundry will be continued in the next 
issue. 


Technical aspects of laundry 
which administrator should know 


By MORRIS H. KREEGER, M.D. 
Director, Michael Reese Hospital 
Chicago, Illinois 

T MAY appear trite to observe 

that a hospital administrator 
should be sufficiently familiar with 
every activity in his hospital to be 
able to appraise and evaluate its 
function in terms of service and cost. 
But too many administrators, lack- 
ing technical training in such fields 
as engineering, building maintenance, 
food service, laundry management, 
accounting, and so forth, and appre- 
hensive of the complexities of these 
technical fields, place themselves 
completely in the hands of the de- 
partment heads responsible for these 
services. 

Of course, no one expects that the 
hospital administrator can be or 
should be an expert in the fifty or 
more separate and distinct trades, 
specialties, and skills represented in 
today’s hospital. But he should have, 
or he should make it his business to 
acquire, sufficient technical knowl- 
edge in at least the major departments 
of the hospital, to be able to apply 
certain criteria of production and 
performance, and to evaluate costs 
in relation to service rendered. 

The laundry operation—while ap- 





Presented at the New England Hospital 
Assembly, Boston, Mass., March 28, 1950. 


pearing to the uninitiated to present 
formidable technical obstacles to such 
an analysis—is in reality subject to 
a few relatively simple yardsticks of 
measurement which can give the ad- 
ministrator a fairly accurate picture 
of the efficiency or lack of efficiency 
of his laundry. 

The questions with which the ad- 
ministrator is primarily concerned in 
the functioning of his laundry are: 

First—Is the linen service adequate 
and efficient? 

Second—What is its cost? 

Third—Can this cost be reduced 
without impairing quantity or quali- 
ty? 

Any technical aspects of laundry 
operation that affect these questions 
are the proper concern of the adminis- 
trator. 

Before beginning our analysis, I 
want to say a word about the funda- 
mental concept of units of service. 
The activity of every department and 
sub-department in the hospital is sus- . 
ceptible of measurement in terms of 
units of service produced or rendered, 
which reflect the basic activity of 
that department and which serve as 
the starting point for further studies 
pertaining to quantity, quality, and 
cost. 

In the dietary department this 
unit is the number of meals served; 


HOSPITAL MANAGEMENT, July, 1950 











mene oF 


sy 














Chances are you're trying to dream up the per- they’re lost, stolen or destroyed. 
fect gift for one of these lucky people! They can be turned into cash in case of emergency. 
And what gift could be more wonderful for any So, settle your gift problems at your bank or post 


or all of them—than a crisp U.S. Savings Bond! office—with U.S. Savings. Bonds! 


Remember U.S. Savings Bonds pay $4 for every And while you’re at it— how about some for your- 
$3 at the end of 10 years. self! They’re a wonderful boon to your peace of 
U.S. Savings Bonds do not lose their value if mind! 


X4 e ® s % 
Saving Wh Sure Sawing — U.S. Sovings 
‘Pee ENS =) 
®& Contributed by this magazine in co-operation with the Magazine Publishers of America as a public service. 


HOSPITAL MANAGEMENT, July, 1950 HW 

















Time- Tested 
2uality- Proven 

HODGMAN 

SHEETINGS 


ARE STANDARD AMONG 
LEADING HOSPITALS 


Meets all requirements of Amer- 
ican Hospital Association. 


Ask your supply house or send 


for sample swatches of regular 
and lightweights. 


HODGMAN RUBBER CO. 
FRAMINGHAM, MASS. 


Offices in New York, Chicago and 
San Francisco 


























FLY CHASER FAN 


Every hospital needs RECO Fly Chaser 
Fans before ward entrances to restrict 
the spread of epidemics. Also before 
kitchen and dining room entrances, am- 
bulance platform doors, etc. 


The RECO blows downward providing 
a screen of air before doors, windows, 
etc. which flies don't pass through. 
Avoids the expense, labor and muss of 
killing them inside. 5 oD 

Hundreds are now in use. (BEY 
Endorsed by health offi- =50) 


cials, 


REZE2ERS 
ELECTRIC COMPANY 


Mfrs., Food Mixers, Vegetable Peelers, Chopper- 
Slicers, Air Circulators, Fly Chaser Fans. 


3010 River Road River Grove, Ill. 
*Reg. U. S. Pat. Off. 








112 


in the operating room it is the num- 
ber of operations performed; and in 
the laundry it is the number of 
pounds of linen processed. Unless the 
administrator knows what this figure 
is, it will be difficult if not impossible 
for him to analyze the adequacy and 
efficiency of his laundry operation. 
There must be a good scale in the 
laundry, and the laundry manager 
must use it. If your laundry operates 
without the use of a scale to deter- 
mine this basic unit, I am afraid you 
are working in the dark. 

Having established the average 
number of pounds of linen handled 
in a day, week, or month, the next 
step is to convert this figure to pounds 
per patient day. This is done by 
simply dividing the average daily 
linen poundage by the average daily 
patient census, considering three bas- 
sinets to be the equivalent of one 
adult bed. 

In general hospitals the average is 
between twelve and fifteen pounds 
per patient day, and while there may 
be many modifying factors, if your 
linen usage is much lower than twelve 
pounds per patient day you should 
investigate whether you are giving 
adequate linen service; and if higher 
than fifteen pounds the reason should 
be determined. 

In considering total poundage it is 
frequently helpful to break the figure 
down into percentages by major types 
of works: 

Flatwork, which should run be- 
tween sixty and seventy per cent of 
the total. 

Rough-dry, twenty to thirty per 
cent. 

Presswork, five to ten per cent. 

As in all other hospital statistics 
or percentages, these figures merely 
indicate general ranges or averages 
and serve only as a guide in the analy- 
sis of your own individual laundry 
operations. 

There are many factors that can 
modify the percentages of type of 
work handled and that can modify 
total linen usage, without being re- 
flected in patient day statistics. For 
example, a hospital with an excep- 
tionally heavy surgical or obstetrical 
service will show greater total linen 
usage than another hospital with the 
same number of beds and the same 
number of patient days, but with 
smaller services in these specialties. 
Most of this increased linen usage 
will probably show up in the flat- 
work or rough-dry categories. 





A teaching hospital having a large 
house staff in proportion to the num- 
ber of patient beds, and a large school 
of nursing, as well as courses for stu- 
dent dietitians and technicians, will 
likewise show a higher linen usage 
than a non-teaching hospital of simi- 
lar size, and this increased usage will 
probably show up in both the press- 
work category, because of the addi- 
tional number of uniforms to be laun- 
dered, and the flatwork category, be- 
cause of increased bed linens used in 
the nurses’ and interns’ residences. 

Other factors determining the 
quantity and kind of linen handled 
are the presence and size of an out- 
patient department, accident room, 
diagnostic and therapeutic facilities 
for private ambulatory patients, phy- 
sio-therapy and radiotherapy depart- 
ments, research laboratories and so 
forth. All of these activities increase 
total linen usage without relationship 
to the patient census. 

Now what about costs? This con- 
sists of two parts—cost per pound 
of laundering and annual cost of lin- 
en replacement. A statement of laun- 
dering costs must include salaries, 
supplies, water-softening, steam for 
heating water, steam for equipment, 
electricity, maintenance and repair 
of equipment, and indirect adminis- 
trative overhead. 

According to several hospital sur- 
veys, this cost figure averages about 
three to four cents a pound, or be- 
tween thirty-five and fifty cents per 
patient day. Linen replacement costs 
average between six and ten cents per 
patient day. This item should be con- 
sidered in any laundry study because, 
even though responsibility for linen 
distribution and control may be 
placed in another department in 
your hospital, such as nursing or 
housekeeping, and these departments 
held accountable for linen replace- 
ment, the laundry is nevertheless bas- 
ically involved. 

It is often said—with perfect truth 
—that linens do not wear out by us- 
age but rather in the laundering proc- 
ess itself. Improper technical proc- 
esses, machinery in bad repair, or 
careless handling in the laundry will 
cause your linens to wear out or tear 
sooner than they would if handled 
properly. 

The other major factors in linen 
replacement cost are pilferage and 
improper use of linens on the patient 
floors, in hospital residences, and in 
other consumer departments of the 
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hospital. Therefore, even though a 
proper system of linen control is not 
ordinarily considered in the realm of 
technical aspects of laundry manage- 
ment, I would nevertheless like to 
discuss this problem for a moment. 

The ideal system of linen control 
and distribution should not only as- 
sure the patient of a clean and ade- 
quate supply of linen at all times, but 
should also so control linen usage that 
it pinpoints any area or department 
where improper or excessive usage is 
taking place. Each nursing station 
should have its own inventoried sup- 
ply of linen and should be held ac- 
countable for this inventory. Clean 
linen should be issued in direct ex- 
change for soiled. 

All linen should be sent to the laun- 
dry in marked bags and should be 
weighed and counted on arrival. Dis- 
colored, torn, or otherwise unusable 
pieces should be taken off the produc- 
tion line and set aside for the laundry 
manager who must approve replace- 
ments before new linen can be issued 
from the stock room. 

If costs are excessive, either laun- 
dering costs or replacement costs, or 
if the quality of service is poor, the 
administrator with the help of his 
laundry manager should be able to 
determine the cause. In his investi- 
gation, the administrator should be 
cognizant of the following factors: 

1. Machinery and equipment may 
be old and non-productive and may 
require a disproportionate number of 
man-hours to get out a given load of 
work. Breakdowns may be frequent 
and are usually costly, not only be- 
cause of the repair bills themselves 
but because while repairs are being 
made some of the laundry personnel 
have to stand idle and after the re- 
pairs are completed the personnel are 
worked overtime at time and a half 


salary in order to catch up on the . 


accumulated backlog of work. 

Constant repair and patching of 
antiquated equipment is a losing 
proposition. It is pouring good money 
down the drain with the dirty wash 
water. Purchase of new equipment 
that can amortize itself in from six 
to eight years by increasing produc- 
tion, eliminating costly repairs, elim- 
inating hand labor, or reducing wear 
and tear on linens, is more than justi- 
fied. 

2. Another cause for excessive cost 
exists when the equipment is not used 
to best capacity. For example, you 
should get an average of six loads out 





of a washing machine in an eight-hour 
day. Water lines should be of suffi- 
cient capacity to fill two or three ma- 
chines in not more than one to one 
and a half minutes. There are ten to 
twelve water changes in the average 
washing cycle. For example, in the 
Michael Reese Hospital laundry, the 
basic wash cycle consists of the fol- 
lowing steps: 

Two cold flush rinses of one to two 
minutes each. ° 

A hot water, soap, and alkali wash 
—ten minutes. 

Hot water, soap and bleach—ten 
minutes. 

Three hot water rinses—three min- 
utes each. 

Two warm water rinses — three 
minutes each. 

One warm water and sour rinse— 
five minutes. 

Cool water—one to two minutes. 

It can readily be seen how inade- 
quate water-supply lines can material- 
ly reduce machine output. The differ- 
ence between the optimum time of a 
half-minute to fill a machine and the 
maximum time of a minute and a half 
means a saving of ten or more minutes 
per wash cycle which in a day will 
add up to an additional load per wash 
machine, or an increased output of 
fifteen to twenty per cent. 

In addition to sufficient quantity 
of water you must make sure that 
the temperature of the hot water is 
one hundred eighty degrees Fahren- 
heit to insure good quality of washing. 

Capacity of the extractors must be 
geared to the output of the washing 
machines or else you will have a bot- 
tleneck at this crucial point. Washed 
linens will back up behind the extrac- 
tors, while equipment and personnel 
at the flatwork ironers, tumblers, and 
pressers will be idle between extrac- 
tor loads. 

A forty-two by ninety-six inch 
washer is able to handle between three 
hundred and fifty to four hundred 
pounds of linen and should be 
matched up with a fifty-four inch 
extractor which can handle the same 
amount of linen in one load. 

You should know also the working 
efficiency of the extractors, which 
should remove at least fifty per cent 
of the water in from 13 to 16 minutes. 
If you remove less than this, you will 
be using your flatwork ironers as 
water extractors and this is mighty 
expensive since it increases steam 
usage, slows down the ironers, and 
discolors the linen. 
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Extractor efficiency can be deter- 
mined by spot checking the dry 
weight of a given load before washing, 
the wet weight before going into the 
extractor, and the damp weight after 
coming out of the extractor. The 
commonest cause of inadequate ex- 
traction of water is an insufficient 
number of revolutions per minute, 
usually due to slipping of belts or im- 
proper greasing. The number of 
revolutions per minute, which should 
be seven hundred and fifty, can easily 
be checked with a tachymeter. 

Check the speed of your flatwork 
ironers, too. A six rool ironer should 
run between forty-five and fifty feet 
a minute and an eight roll ironer, 
seventy to eighty feet a minute. If 
your flatwork ironers run consider- 
ably below this level it is costing you 
plenty in wasted hours and dollars. 
A few relatively inexpensive mechani- 
cal changes in the gear drive may in- 
crease machine output considerably. 

One difficulty you may run into 
is that of steam pressure on the flat- 
work ironers. It is apparent that the 
faster these ironers run, up to a cer- 
tain point, the higher the tempera- 
ture that will be required to iron the 
clothes properly. And higher tem- 
perature in this case means greater 
steam pressure. Safety codes place 
limits on the maximum steam pres- 
sure you Can carry in accordance with 
the type of machine you are using, 
and the maximum pressure permitted 
in your city may automatically limit 
the speed of your flatwork ironer. 

A flatwork ironer should do two- 
and-a-half to three times the amount 
of work turned out by one washing 
machine. 

But remember that even with ex- 
cellent equipment an improper lay- 
out of the laundry may cause an un- 
even flow of production and traffic 
with resulting inefficient use of equip- 
ment and personnel. The best type 
of laundry layout would provide a 
sorting balcony immediately above 
the washing machines from which the 
linens could be fed directly into the 
washing machines by gravity, thus 
eliminating hand loading. 

Self-dumping washers also largely 
eliminate hand unloading, and an 
overhead track and electric hoist 
eliminates hand-hauling of linens from 
the extractors. Such back-breaking 
procedures as stooping, bending, and 
lifting should be eliminated wherever 
possible. Sorting tables and bins 





should be of comfortable working 
height and should bear a height rela- 
tionship to the machines they serve. 

3. Another reason for high laundry 
cost is excessive use of supplies. Since 
water is the most important element 
in laundry operation you should make 
sure you are using the proper kind. 
Unless the water in your city is ex- 
ceptionally soft you need a water- 
softening system in your laundry. 
Use of soft water will lead to whiter 
linens and will reduce the use of soap 
and ‘alkali by more than half. With 
soap costing eleven cents a pound 
and alkali five cents a pound, these 
savings may amount to ten or fifteen 
cents per hundred pounds of linen 
whereas the cost of softening water 
needed to wash one hundred pounds 
of linen is not more than two cents. 

In addition to direct savings on 
soap and alkali, which in themselves 
would make installation of a water 
softening system a self-amortizing in- 
vestment in a few years, the use of 
soft water will effect further savings 
by increasing the life of your linens 
as much as thirty per cent. Experi- 
enced laundry men will tell you that 
soft water also decreases maintenance 
on the washing machines. 

Another important supply item is 
sour, which is a substance used to re- 
move soap in the rinsing operations. 
It is wasteful to use an excessive 
amount of sour, at fifteen cents a 
pound, when additional clear-water 
rinses will accomplish the same result. 
A certain amount of sour is, of course, 
necessary but a happy medium must 
be struck between the use of sour and 
the use of water rinses. 

A proper or improper washing 
formula will be reflected in the per- 
centage loss of tensile strength of the 
linens, which should not be over five 
per cent in twenty washings. 

4. Personnel can scarcely be called 
a technical factor in laundry opera- 
tion but while on the subject of ex- 
cessive costs I want to stress that 
high labor turnover due to inferior 
type of help or poor personnel prac- 
tices—as costly as they are in any 
department of the hospital—may be 
especially costly in a laundry. Out- 
put per employe day for each opera- 
tion in the laundry should be studied 
and minimum standards established 
wherever possible. For example, a 
good worker at the presses should be 
able to turn out in an hour, fifteen 


(Continued on Page 119) 
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as friends. The Ohio hospital realizes 
the average patient wants to know 
what he owes. Grandview is ready to 
hand him his accumulative statement. 
As in a hotel, it is only necessary to 
call upstairs to ascertain if there are 
unposted charges of the last few 
hours. 

That factor, Noyes points out, adds 
to Grandview’s financial h ealth. 
“Take three weeks, as we used to do, 
to send a bill and who is going to be 
in a hurry to pay it? Now there is a 
high percentage of cash paid at the 
desk when the patient is discharged. 
Grandview is in a position to talk 
finances with the family as the patient 
is being readied for discharge. We 
can even give the family a day or two 
to make preparation if they want to 
stop and ask. Many do.” 

When cash is paid, out comes the 
writing board again. In this case the 
amount is posted to the proper ac- 
count. Grandview’s set-up provides 
for seven different ones. The journal, 
therefore, records total cash col- 
lected, which must agree with cash 
on hand at the end of the day and 
also distributes it to the proper ac- 
counts. 

“Many who see our writing board 
for the first time,” says Mr. Back, 
“ask what other equipment we use. 
Our answer—a few typewriters and 
a couple of adding machines. Sim- 
plicity is not against a system if it 
will handle the volume accurately, 
and this one does. We have accurate 
figures, on time. We have a system 
approved by our certified public ac- 
countants. What more could anyone 
ask?” 


Kreeger 


(Continued from page 116) 


nurses’ uniforms or twenty-five men’s 
shirts or twenty-five to thirty interns’ 
trousers or thirty white uniform 
coats. 

Sub-minimum employes should be 
let go and more efficient ones hired 
even if this makes it necessary to 
raise over-all laundry salaries. A low- 
production employe is no bargain at 
any price, a fact which industry dis- 
covered a long time ago but which has 
not yet permeated the thinking of our 
voluntary hospitals. The piece-work 





Discharged patients at Grandview Hospital, Dayton, Ohio, get up-to-date statements 
on leaving .. . complete on 15 minutes’ notice. The simple “writing board,” shown in 
operation above, does the trick 





system, where it can be applied, is 
excellent. It provides a salary com- 
mensurate with output; it properly 
rewards the more skillful and indus- 
trious employes; and it provides an 
incentive for improvement to the 
slower ones. 

In conclusion, I would like to rec- 
ommend that those of you who are 
operating laundries in your hospitals 
make a complete and thorough study 
of the kind of linen service that is be- 
ing provided and how much it is cost- 
ing you. You will find it relatively 
simple to make this assay. 

The next step in your study should 
be an analysis of each phase of linen 
service, beginning with inventory con- 
trols and usage on patient floors and 
other consumer departments and go- 
ing through the various technical 
processes of the laundry. 

Are your controls adequate? Are 
your laundry methods modern and 
efficient? Does the output of your 
machines and personnel compare fa- 
vorably with that of commercial laun- 
dries, which by their very nature 
must operate economically or be 
forced out of business? Do you have 
recurring breakdowns of machinery? 
How much did you spend in the last 
year or two on laundry. maintenance 
and repair? 

Out of such studies will come im- 
proved methods of linen handling 
and laundry operation that will well 
repay the hospital administrator for 
his time and trouble in terms of better 
lavndry service at lower cost. 
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New hospital 


(Continued from page 4) 


agencies in the Jewish Community 
will be used for the care of patients no 
longer in need of intensive hospital 
treatment. The services of the Mt. 
Zion psychiatric clinic, the State Bu- 
reau of Vocational Rehabilitation 
and other community agencies will be 
drawn. upon. 

Although the Health Center has 
been developed by the efforts of the 
Jewish Community, eligibility for ad- 
mission will not hinge upon religion 
or race. 

The cost of building and equipping 
the institution, approximately $1,- 
100,000, was financed, for the most 
part, by the Jewish Community of 
San Francisco. The hospital provides 
for full pay, part pay and free serv- 
ices. Full scale rates range from 
$11.50 per day for accommodations 
in four-bed wards to $23 for private 
rooms. These are inclusive rates; 
that is, they cover drugs, physiother- 
apy and most of the other special 
services for which additional charges 
are usually made in hospitals. 

Through the construction of the 
Maimonides Health Center for the 
Chronic Sick and the developments of 
its program, a unique opportunity is 
provided to demonstrate the role of 
voluntary hospitals and voluntary 
community organizations in this im- 
portant field of medical, social wel- 
fare, and public health interest. 
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SATE, EFFECTIVE 


SHOCK MANAGEMENT 


at greatly reduced cost 


Of Vital Interest to Surgeons 
and Anesthesiologists 


A significant advance has been made in the field of infu- 
sion for the management of shock. 


It is a solution of special biological grade gelatine 
which replaces lost circulation blood volume in the same 
manner as blood plasma and serum albumin. It is called 
Knox Special Gelatine Solution, Intravenous 6%. 


In addition to the factors of unlimited supply and 
low cost, the Knox solution is safely nontoxic for injec- 
tion in large quantities. It involves no risk of infection 


Long and extensive clinical experience in collabora- 
tion with the Blood Substitutes Subcommittee of the 
Committee on Medical Research of the National Re, 
search Council, has shown that this solution affords an 
effective nontoxic infusion colloid for use in shock man- 
agement. It has been accepted by the American Medical 
Association’s Council on Pharmacy and Chemistry. 


It is a stable solution that can be stored without re- 
frigeration. It has a carefully controlled osmotic pres- 
sure, with a colloidal particle size large enough to be 
retained in the circulation for effective periods. 


Talk it over with your Will Ross Representative 


"@nnep.4 
SPECIAL GELATINE 
Srey thanked. 


INTRAVENOUS 6% 


IN 500 C.C. BOTTLES 
WITH HANGER DEVICE 


MANUFACTURED BY 


KNOX GELATINE PROTEIN PRODUCTS, INC. 


Nationally Distributed by 


WILL ROSS, INC. 
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